■ 


Ms  on  Alcohol  and 
Other  Drugs  in  Ontario 


Number  of  alcohol-related  traffic  offences  in  1992  33,796 

Number  of  liquor  act  offences  in  1992  85,440 

Number  of  offences  related  to  drugs 

other  than  alcohol  in  1992  17,324 

In  1994,  percentage  of  adults  using 

alcohol  in  the  previous  year  82.1 

Using  cannabis 9.0 

Using  sleeping  pills 9.1 

Using  tranquillizers 3.7 

Using  stimulants 2.7 

Using  cocaine 0.7 

In  1993,  percentage  of  students  in  grades  7, 9, 11  and  13  using 
alcohol  in  the  previous  year  56.5 

Using  cannabis 12.7 

Using  non-medical  barbiturates 3.0 

Using  non-medical  tranquillizers  1.1 

Using  non-medical  stimulants  5.4 

Using  LSD 6.9 

Using  cocaine 1.5 

Using  crack 1.0 

Number  of  specialized  alcohol/drug  treatment 

programs  in  Ontario  in  1991-92  229 

Approximate  expenditures $110  million 

Ratio  of  male  to  female  clients 2.6:1 

Most  commonly  abused  drugamong 

people  in  the  treatment  system alcohol 

Percentage  of  people  in  contact  with  treatment 

system  because  of  alcohol 43.2% 

Because  of  alcohol  in  combination 

with  other  drugs 42.1% 

Number  of  individuals  treated  in  the  addictions 

treatment  system  in  1979-80  30,356 

Number  treated  in  1991-92  75,477 

Percentage  increase 149 


Estimated  number  of  deaths  associated  with  the  use 


of  alcohol,  tobacco  or  other  drugs: 

Nearly  30  percent  of  the  72,917  deaths  in  Ontario. 

Deaths  in  Ontario  in  1991  20,588 

Deaths  associated  with  tobacco  use 13,575 

Deaths  associated  with  alcohol  use 6,871 

Deaths  associated  with  the  use  of  other  drugs  such 

as  cocaine,  heroin,  cannabis  and  tranquillizers 142 
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Foreword 


A Community  Focus  for  Dealing  with 
Alcohol,  Tobacco  and  Other  Drugs 

It  has  become  clear  in  recent  years  that  the  most  effective  focus  for  inter- 
vention against  alcohol,  tobacco  and  other  drug  problems  is  the  commu- 
nity'. This  is  why  communities  are  now  at  the  core  of  the  provincial 
response  to  alcohol,  tobacco  and  other  drugs. 

The  pivotal  role  of  the  community'  is  the  guiding  principle  of  the 
Ontario  Substance  Abuse  Strategy,  announced  in  December  1993.  The 
goal  of  the  Strategy  is  to  help  communities  throughout  the  province  pre- 
vent and  reduce  the  impact  of  problems  associated  with  alcohol  and 
other  drug  abuse. 

Tobacco,  the  leading  cause  of  preventable  death  in  Ontario,  is  the  sub- 
ject of  a separate  government  strategy  that  was  announced  in  January  1992. 

The  work  of  the  Ontario  Substance  Abuse  Strategy  is  divided  among 
seven  key  systems:  community;  family,  education,  workplace,  leisure, 
health /social  services  and  enforcement /justice.  These  systems  are  the 
most  important  domains  in  which  people  live,  relate  to  each  other  and 
conduct  their  business  in  their  communities.  They  also  represent  the  most 
effective  arenas  for  the  planning,  development  and  implementation  of 
policies,  programs  and  services  to  prevent  and  reduce  alcohol,  tobacco  and 
other  drug  problems. 

The  Ontario  Substance  Abuse  Strategy  also  identifies  priority  popu- 
lations at  high  risk  of  developing  alcohol  and  other  drug  problems  or 
who  are  underserved  by  existing  programs  and  services. 

By  participating  in  the  Ontario  Substance  Abuse  Strategy,  community 
groups  and  organizations,  working  in  partnership  with  each  other,  the 
Addiction  Research  Foundation,  and  with  appropriate  provincial  ministries, 
will  be  able  to  address  alcohol,  tobacco  and  other  drug  use  and  abuse  in 
more  comprehensive,  co-ordinated,  and,  therefore,  more  effective  ways. 

One  important  aim  of  Drugs  in  Ontario  is  to  support  the  efforts  of  the 
province's  substance  abuse  and  tobacco  strategies  by  providing  a per- 
spective on  alcohol,  tobacco  and  other  drug  use  in  Ontario,  including  a 
statistical  profile,  an  overview  of  issues  and  a discussion  of  some  effec- 
tive strategies  aimed  at  preventing  and  treating  drug-related  problems 
within  community  systems  and  among  priority  populations. 
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Introduction 


Alcohol  and  Other  Drug  Use: 

A Risky  Business 

Open  a newspaper,  turn  on  your  car  radio,  watch  the  six  o'clock  news; 
the  chances  are  that  you  will  encounter  something  about  alcohol,  tobac- 
co and  other  drugs.  Yet  for  all  the  attention  they  receive,  there  is  still  a 
great  deal  of  public  confusion  about  who  is  using  these  drugs  and  why; 
about  the  problems  they  cause;  and  about  the  best  ways  to  respond  to 
those  problems. 

Often  the  public  perception  of  alcohol  and  other  drug  problems  is 
informed  by  media  images  of  skid-row  alcoholics,  crack  or  heroin 
addicts,  or  smokers  dying  of  cancer.  While  chronic  or  addicted  users  of 
alcohol  and  other  drugs  both  cause  and  suffer  a disproportionate  share 
of  the  problems  associated  with  substance  use,  they  represent  only  part 
of  a more  complicated  story. 

Any  use  of  drugs  can  be  risky.  The  degree  of  risk  varies  according  to 
the  drug  used,  the  way  it  is  used  and  the  consequence  arising  from  its  use. 
In  some  circumstances  (e.g.,  doctor's  prescription),  the  gain  is  expected  to 
outweigh  the  risk. 

Let's  take  alcohol  as  an  example.  There  is  a good  deal  of  evidence  that 
drinking  modest  amounts  of  alcohol,  one  drink  every  second  day,  for 
instance,  is  associated  with  reduced  risk  of  coronary  heart  disease. 
However,  those  who  consume  an  average  of  one  or  two  drinks  a day,  but  in 
an  episodic  pattern  - such  as  drinking  seven  or  more  drinks  at  a time,  once 
a week  - are  not  likely  to  reduce  their  risk  of  heart  disease,  but  will 
increase  their  risk  of  such  adverse  effects  as  accidental  injury  and  violence. 

Over  time,  high  levels  of  consumption  - more  than  12  drinks  per 
week  - place  the  drinker  at  a higher  level  of  risk  of  developing  short-  and 
long-term  problems.  Drinking  to  intoxication  significantly  increases  the 
level  of  risk.  Drinking  and  driving  always  entails  risk. 

The  effects  that  alcohol  has  on  an  individual  also  depend  on  a num- 
ber of  personal  factors  and  environmental  circumstances,  including  the 
time  between  drinks,  the  drinker's  size  and  weight,  how  recently  he  or 
she  has  eaten,  his  or  her  reasons  for  drinking,  the  setting  in  which  drink- 
ing takes  place,  and  the  amount  consumed. 
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An  excited,  skinny  teenager  anticipating 
a big  night  out  with  friends  can  become 
quite  exhilaratingly  "drunk"  on  a quantity 
of  alcohol  that  would  produce  only  a limited 
effect  in  a heavy,  middle-aged  man  who  had 
just  finished  a large  dinner  and  planned  to 
spend  the  evening  watching  television. 

If  the  same  teenager  consumes  three 
drinks  during  a short  period  of  time,  say  two 
hours,  and  then  attempts  to  drive  home,  her 
risk  of  having  an  accident  significantly 
increases.  She  is  also  more  likely  to  incur  a 
drinking-driving  charge,  since  her  blood 
alcohol  level  will  probably  be  above  the 
legal  limit  while  she  is  driving. 

Since  level  of  consumption,  drinking 
practices  and  environments  all  play  a role  in 


What  is  a drug? 

For  our  purposes,  a drug  is: 

• a substance  that  is  used  for  its  mood-altering,  or 
psychoactive,  properties 

• a substance  that  poses  some  threat  of  harm  to  the  user, 
such  as  possible  medical  problems  or  the  development 
of  drug  dependence. 


The  Risk  Continuum 


No  Problems 


No  Risk 


Problems  Have  Developed 

Low  to 

Moderate  Risk 

Consumption  of  Drugs 


creating  and  shaping  alcohol  problems,  many 
problems  associated  with  alcohol  use  may 
occur  among  drinkers  who  do  not  drink 
heavily  or  habitually,  but  unwisely.  The  rate 
of  drinking  problems  among  moderate 
drinkers  may  be  much  lower  than  that  of 
heavy  drinkers,  but  the  number  of  such  peo- 
ple is  very  large.  Therefore,  the  risk  of  alcohol 
problems  is  not  isolated  in  a small  fraction  of 
the  population. 

A Continuum  of  Risk 

Despite  individual  variations  in  risk  factors 
such  as  drinking  practices,  setting,  physiolo- 
gy and  genetics,  it  is  possible  to  assess  over- 
all levels  of  risks  for  a population.  For  exam- 
ple, a population  can  be  placed  along  a con- 
tinuum based  on  its  level  of  risk.  In  every 
community  there  are  people  who  do  not  con- 
sume alcohol  or  other  drugs,  and  who  are 
therefore  not  at  risk.  There  are  also  those  who 
consume  alcohol  or  other  drugs,  but  at  levels 
or  in  ways  that  put  them  at  low  or  moderate 
risk.  And  there  are  those  who  use  alcohol  or 
other  drugs  in  ways  that  put  them  at  high 
risk.  Assessing  risk  levels  is  equated  with 
determining  the  probability  of  developing 
problems.  The  greater  the  risk,  the  greater  the 
probability  of  experiencing  problems. 

There  are  many  kinds  of  problems  associ- 
ated with  alcohol  and  other  drugs.  The  most 
obvious  are  health  problems,  including  those 
that  affect  our  physical,  emotional  and  mental 
well-being.  Individual  health  problems  also 
affect  other  community  members.  They  may 
represent  a drain  on  economic  resources  and 
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social  services.  Psychosocial  problems  can 
develop  that  affect  the  quality  of  our  relation- 
ships with  family  members,  friends  and 
coworkers.  The  nature  and  extent  of  problems 
associated  with  the  use  of  alcohol  and  other 
drugs  in  Ontario  will  be  discussed  in  more  detail 
in  Chapter  One,  "What  Are  the  Problems?"  and 
Chapter  Two,  "Who  Is  at  Risk?" 

Identifying  population  risk  categories 
also  helps  planners  to  determine  which 
types  of  strategies  would  be  most  effective  in 
enhancing  health,  avoiding  and  reducing 
risk,  and  identifying  and  treating  problems 
associated  with  alcohol  and  other  drug  use 
and  abuse.  These  strategies  are  sometimes 
grouped  under  the  umbrella  of  health  pro- 
motion and  health  recovery.  Chapters  Three 
and  Four,  "Making  a Difference  through 
Health  Promotion"  and  "How  Do  We  Help 
with  Health  Recovery?"  explore  these 
approaches  more  closely  and  offer  examples 
of  policies,  programs  and  services  to  address 
the  range  of  problems  associated  with  alco- 
hol and  other  drug  use. 

Among  any  population  there  will  be 
groups  whose  circumstances  place  them  at 
higher  risk  of  developing  substance  abuse 
problems  or  prevent  them  from  having  equal 
access  to  existing  health  promotion  and  health 
recovery  programs  and  services.  In  Ontario, 
these  groups  include  women,  older  people, 
ethno-cultural /racial  communities,  aboriginal 
peoples,  francophones,  people  with  disabili- 
ties, children  and  youth,  people  living  with 
HIV  / AIDS,  and  people  who  have  been  dually 
diagnosed  with  substance  abuse  and  mental 


health  problems.  The  final  chapter,  entitled 
"Priority  Populations  and  Special  Issues," 
identifies  some  of  the  substance  abuse  issues 
faced  by  these  groups  and  explores  some  of 
the  strategies  designed  to  address  them. 

The  "picture"  that  the  risk  continuum 
gives  of  groups  and  communities  is  neces- 
sarily abstract.  For  one  thing,  the  use  of  dif- 
ferent kinds  of  drugs  entails  different  risks. 
For  another,  people  are  complex  and  are  not 
easily  slotted  into  risk  categories.  An  indi- 
vidual may  incur  different  risks  at  different 
times  with  different  drugs,  may  be  more 
susceptible  to  certain  kinds  of  risks  than 
other  people,  and  may  widely  vary  his  or 
her  consumption,  depending  on  the  social 
setting  in  which  substances  are  used. 
Finally,  in  real  life,  policies,  programs  and 
services  are  not  always  as  distinct  as  the  risk 
continuum  model  might  suggest.  In  many 
instances,  health  promotion  is  not  easily 
separable  from  health  recovery. 

With  these  limitations  in  mind,  let's 
turn  our  attention  to  describing  the  types  of 
problems  associated  with  alcohol  and  other 
drug  use  in  Ontario. 
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What  Are  the  Problems? 


This  chapter  covers 
problems  associated 
with  the  use  of  alcohol 
and  other  drugs. 

Each  drug  has  its  own 
risks  and  problems. 

It  is  important  to 
analyse  the  full  range 
of  problems  associated 
with  alcohol  and  other 
drug  use,  including 
health,  social  and  legal 
ones.  We  must  also 


If  we  were  to  ask  friends,  coworkers  or  acquaintances 
whether  there  is  a drug  problem,  their  likely 
response  would  be  an  emphatic  "yes."  It  seems  that 
everyone  is  aware  of  it.  For  example,  two  of  three 
Ontarians  have  a colleague,  friend  or  relative  who  has 
experienced  problems  with  alcohol.  In  a very  real 
sense,  their  problems  are  our  problems.  On  an  eco- 
nomic level,  we  all  bear  the  cost  of  helping  them.  On  a 
personal  and  social  level,  their  suffering  touches  us  all. 

The  term  "drug"  includes  a wide  range  of  sub- 
stances. When  we  think  of  drug  problems,  we  tend  to 
think  of  illicit  drugs  - such  as  cannabis,  cocaine,  hero- 
in and  LSD.  This  impression  is  dangerously  mislead- 
ing. In  fact,  the  most  commonly  used  drugs  are  alcohol 
and  tobacco.  Many  drugs  are  also  used  for  medicinal 
purposes.  Among  these,  some  are  abused.  For  exam- 
ple, tranquillizers  and  sedatives  can  be  used  for  non- 
prescribed  purposes. 

Different  Drugs,  Different  Risks 


consider  the  benefits 
and  costs  associated 
with  substance  use. 


Alcohol 

One  general  way  to  measure  the  risk  of  alcohol  use  is 
to  relate  it  to  "standard  drinks  per  week."  Risk  cate- 
gories based  on  drinks  per  week  are  particularly  ori- 
ented to  the  risk  of  physical  health  damage  such  as 
liver  disease  after  long-term  alcohol  consumption. 
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What  is  a "standard"  drink? 

Alcohol  Content 

1 1 12  oz.  (43  mL)  shot  of  40%  liquor 13  grams 

5 oz.  (142  mL)  glass  of  12%  wine 13  grams 

12  oz.  (341  mL)  bottle  of  5%  beer 13  grams 
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The  Four  Alcohol  Risk  Categories 


NO  RISK  — 0 drinks 


• • 


Any  drinking  carries  some  risk. 
Abstaining  = no  risk  of  alcohol  problems. 


LOW  RISK  -2-2  drinks  in  any  day,  with  at  least  one  alcohol-free 
day  per  week. 

People  of  average  build,  in  good  health  and  with  no  his- 
tory of  alcohol-related  problems  will  have  only  low  risk  of 
alcohol  problems  if  their  drinking  does  not  exceed  this 
range.  People  with  a small  build  should  drink  at  the  low 
end  of  the  range. 


CAUTION:  INCREASED  RISK  — 3-4  drinks  in  any  day,  up  to  12 
drinks  total  in  a week,  with  at  least  one  alcohol-free  day  per  week. 

Drinking  in  this  range  should  be  limited  to  one  drink  per 
hour.  Otherwise  the  level  of  alcohol  in  the  blood  rises,  skills 
needed  to  drive  or  operate  machinery  become  impaired  and 
judgment  is  affected  — and  there's  some  risk  of  accidents 
and  interpersonal  problems.  Don't  drink  and  drive  or 
operate  machines.  Drinking  in  this  range  also  increases 
the  risk  of  some  health  problems. 

With  daily  drinking  of  three  or  four  drinks,  it's  important 
to  have  a couple  of  alcohol-free  days  every  week.  People 
with  a small  build  should  drink  less. 


HAZARDOUS  DRINKING  — 5 or  more  drinks  on  any  day,  or  3 or 
more  drinks  on  more  than  half  the  days  of  the  week. 

The  likelihood  of  automobile  collisions  and  other  accidents 
increases  with  every  added  drink.  A person  drinking  five  or 
more  drinks  may  be  intoxicated,  which  can  lead  to  accidents, 
disputes,  violent  behavior  and  failure  in  family  and  work  roles. 

Drinking  frequently  in  this  range  carries  risks  of  severe 
health  problems  such  as  cirrhosis  of  the  liver,  brain  and 
neck  cancers,  and  possibly  breast  cancer  for  women.  People 
who  drink  this  much  frequently  experience  health  problems 
such  as  gastritis,  which  may  be  painful  and  disabling. 


Surveys  show  that  most  people  are  at  no 
risk  or  at  low  risk  of  developing  alcohol 
problems.  About  seven  per  cent  of  Ontario 
adults  are  at  high  risk  of  developing  alcohol 
problems. 

However,  many  social  problems  and 
injuries  arise  during  specific  drinking  occa- 
sions. The  amount  that  an  individual  drinks 
on  an  occasion  is  important,  as  is  the  average 
number  of  drinks  consumed  in  a week.  The 
text  box  shows  risk  levels  of  drinking,  taking 
into  account  all  kinds  of  problems. 

Individual  differences  in  response  to 
alcohol  use  also  need  to  be  considered.  The 
rate  at  which  intoxication  occurs  may  vary 
among  people  who  consume  the  same 
amount  of  alcohol  over  the  same  time  peri- 
od, placing  some  of  them  at  higher,  more 
immediate  risk. 

For  certain  people,  such  as  pregnant 
women  and  people  taking  tranquillizers  and 
sedatives,  there  is  simply  no  safe  level  of  con- 
sumption. So  it's  important  to  consider  both 
the  drinker  and  the  context  of  drinking. 
These  factors  may  help  to  determine  whether 
a person's  drinking  can  put  them  at  risk. 
These  concerns  also  apply  to  the  use  of  tobac- 
co and  other  drugs. 


Illicit  Dnigs,  Inhalants 
and  Tobacco 

There  are  no  "low-risk"  levels  of  use  for  illic- 
it drugs,  inhalants  and  tobacco.  Use  of  illicit 
drugs,  of  course,  always  entails  legal  risks. 
Use  of  these  substances  often  leads  to  health 
and/or  social  problems. 


Prescription  Drugs 

Prescription  drug  use  involves  some  risk. 
The  use  of  prescription  drugs  according  to 
a physician's  instructions  and  as  specified 
by  the  product  monograph  is  considered 
low-risk  use.  Any  other  use  is  considered 
"risk  use." 

Alcohol  and  Other  Drug 
Dependence 

Over  time,  the  terms  "alcoholism"  and 
"addiction"  have  been  replaced  with  the  term 
"dependence." 

Dependence  of  moderate  severity  is  char- 
acterized by  a persistent  preoccupation  with 
alcohol,  tobacco  or  another  drug  and  a strong 
desire  for  it.  The  dependent  person  may  expe- 
rience unpleasant  feelings  and  negative  emo- 
tional states  when  the  effect  of  a drug  wears 
off.  In  more  severe  forms  of  dependence, 
intense  and  lengthy  withdrawal  reactions 
may  occur.  These  reactions  are  specific  to  the 
drug  involved,  and  in  some  cases  can  be  seri- 
ous health  problems  in  themselves. 

As  the  dependency  grows,  there  is  addi- 
tional danger  - both  to  the  individual's 
health  and  to  the  community.  Increasing 
consumption  means  substantial  increases  in 
other  health,  legal  and  social  problems. 

Health  Problems 

How  can  we  measure  the  extent  of  health 
problems  caused  by  alcohol  and  other  drugs? 
One  way  involves  tracking  the  number  of  peo- 
ple identified  or  treated  by  health  care  profes- 
sionals for  substance-related  health  problems. 


Unfortunately,  not  all  the  necessary 
information  turns  up  in  health  records. 
Some  people  with  alcohol,  tobacco  and 
other  drug-related  health  problems  don't  go 
to  hospitals,  their  doctor  or  clinics.  Of  those 
who  do,  many  do  not  acknowledge  that 
alcohol,  tobacco  or  other  drugs  are  involved. 
Even  health  professionals  may  not  ask  the 
right  questions  about  substance  use  and 
therefore  not  identify  that  alcohol  and  other 
drug  use  are  involved  in  the  health  problem. 


The  Risk  Continuum  for  Illicit  Drugs, 
Inhalants  and  Tobacco 
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The  Risk  Continuum  tor  Prescription  Drugs 
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Drinking  and  Driving 

In  1992,  there  were  14,908  motor  vehicle  accidents  involving 
alcohol  in  Ontario.  Of  these: 

• 297  (2%)  resulted  in  death  of  one  or  more  people 

• 6,129  (41%)  were  personal  injury  accidents  in  which  drivers 
who  had  been  drinking  had  a higher  chance  of  fatalities 

or  injuries. 

In  Ontario  in  1991,  75%  of  659  fatally  injured  drivers  had  their 
blood  tested  for  alcohol: 

• 45%  had  been  drinking 

• 28%  had  a blood  alcohol  level  more  than  twice  the  legal  limit. 

The  average  blood  alcohol  level  of  arrested  drinking  drivers  is 
.16  mg  %.  Recent  studies  indicate  that,  at  this  blood  alcohol  level: 

• drivers  aged  20  and  older  are  roughly  100  times  more  likely 
to  be  involved  in  a fatal  accident 

• drivers  aged  16-19  are  roughly  400  times  more  likely  to  be 
involved  in  a fatal  accident. 


Heavy  Drinking  and  Health 

Heavy  drinkers  incur  significantly  greater  health  risks  than 
the  general  population.  They  have: 

• a mortality  rate  more  than  twice  as  high  as  the  general 
population 

• twice  as  many  accidents 

• four  times  the  number  of  stomach  and  duodenal  cancers 

• five  times  the  number  of  upper  digestive  and  respiratory 
cancers 

• six  times  the  number  of  suicides. 


Despite  these  limitations,  useful  statis- 
tics can  be  obtained  through  the  health  sys- 
tem that  allow  us  to  gain  an  overview  of  the 
situation  in  Ontario.  This  entails  researching 
records  kept  by  hospitals,  clinics,  private 
doctors'  offices,  district  health  offices,  etc. 

Alcohol,  Tobacco  and  Other 
Drug-related  Deaths 

In  1991,  almost  73,000  people  died  from  all 
causes  in  Ontario.  Nearly  30  per  cent  of 
these  deaths  were  directly  or  indirectly  relat- 
ed to  alcohol,  tobacco  or  other  drugs.  Of 
these,  two-thirds  were  associated  with 
tobacco  use.  Alcohol  was  associated  with 
almost  all  the  rest. 

Deaths  from  various  drugs  tend  to  occur 
at  different  ages.  Most  tobacco-related 
deaths  are  concentrated  among  older  people 
(>65)  due  to  the  cumulative,  negative  health 
effects  of  smoking.  Alcohol-related  deaths 
due  to  accidents  and  violence  are  particular- 
ly prevalent  among  youths.  In  terms  of  years 
of  life  lost  before  the  age  of  65,  alcohol  out- 
ranks tobacco. 

Estimates  of  the  number  of  deaths  asso- 
ciated with  other  drugs  are  low.  Compared 
to  alcohol  or  tobacco,  methods  for  determin- 
ing when  other  drugs  contribute  to  the  cause 
of  death  are  limited.  For  example,  uncertain- 
ties in  chemical  analysis  make  it  much  more 
difficult  to  determine  their  contribution  to 
deaths  from  accidents. 

The  enormous  number  of  premature 
deaths  related  to  tobacco,  alcohol  and  other 
drugs  is  a terrible  price  for  Ontario  society  to 


pay.  The  fact  that  these  deaths  are  preventable 
makes  the  human  tragedy  even  greater. 
Consider  the  following: 

• The  leading  causes  of  death  for  people 
under  age  35  are  accidents  and  violence. 
The  largest  single  factor  is  traffic  fatalities. 
Nearly  half  of  drivers  killed  had  been 
drinking. 

• The  leading  single  cause  of  death  for  peo- 
ple aged  35  to  64  is  cancer.  Lung  cancer, 
which  is  strongly  linked  to  long-term 
tobacco  use,  kills  more  people  than  any 
other  form  of  cancer. 

• Alcohol  consumption  and  liver  damage 
are  linked.  Chronic  liver  disease  and  cir- 
rhosis are  among  the  five  leading  causes 
of  death  for  people  aged  45  to  64. 

Again,  the  tragedy  of  these  premature 
deaths  is  that  they  are  preventable. 

Injuries  and  Accidents 
The  relationship  between  alcohol  and  risk  of 
traffic  accidents  is  well  documented  (see 
box).  Yet  we  should  not  forget  that  driving  a 
car  is  only  one  activity  that  is  made  more 
dangerous  by  alcohol.  In  1986-87,  for  exam- 
ple, one  in  four  snowmobile  collisions  in 
Ontario  involved  drinking  drivers.  In  snow- 
mobile fatalities  from  1986-90,  slightly  more 
than  two-thirds  involved  a drinking  driver. 

Any  activity  that  involves  physical  co- 
ordination or  operating  machinery  is  less 
safe  when  alcohol  is  involved.  Recreational 
activities,  such  as  swimming,  sailing  or  hunt- 
ing, are  much  less  safe  when  participants 
have  been  drinking. 


We  should  also  not  forget  that  drugs  other 
than  alcohol  increase  the  risk  of  accidents. 

Alcohol-  and  Other 
Drug-related  Illness 

Increased  use  of  alcohol,  tobacco  and  other 
drugs  is  associated  with  increased  risk  of  ill- 
ness from  many  causes.  Individuals  treated 
in  hospital  for  alcohol-  or  drug-related  health 
problems  are  much  more  likely  to  have  other 
serious  illnesses. 

Social  Problems 

Social  problems  associated  with  alcohol  and 
other  drugs  are  difficult  to  measure  precise- 
ly, but  they  are  extremely  significant.  For 
example,  alcohol  and  other  drugs  are  asso- 
ciated with  many  cases  of  domestic  and 
other  violence. 


Prison  Admissions 


Of  sentenced  admissions  to  provincial  adult  correction 
institutions  in  Ontario  in  1990-91: 

• about  8%  were  for  drug-related  offences  committed 
under  federal  drug  acts 

• 7%  were  for  liquor  act  offences 

• 12%  were  for  alcohol-related  traffic  offences. 


Alcohol  and  Other  Drug  Offences  and  Gender 

In  Ontario  during  1992,  males  were  responsible  for: 

82%  of  all  liquor  act  offences 

94%  of  all  alcohol-involved  traffic  offences 

84%  of  federal  drug  offences. 


Recent  studies  have  found  that: 

• 54  per  cent  of  people  convicted  of  assault, 
murder  or  attempted  murder  had  been 
drinking  before  they  committed  the  crime 

• alcohol  was  used  by  the  aggressor  in  50 
per  cent  of  the  cases  in  which  one  spouse 
or  partner  (usually  the  male)  physically 
assaulted  the  other 

• in  38  per  cent  of  child  abuse  cases,  the  per- 
petrator drank  prior  to  the  offence 

• female  victims  of  domestic  violence  use 
up  to  four  times  more  drugs  than  women 
in  the  general  population 

• persons  experiencing  social  disruptions  or 
other  complications  due  to  heavy  drink- 
ing by  others  are  likely  to  have  somewhat 
higher  drinking  levels  than  those  without 
such  disruptions. 

Legal  Problems 

It  is  not  possible  to  know  exactly  how  many 
people  violate  alcohol  and  other  drug- 
related  laws.  Not  everyone  who  breaks  the 
law  gets  caught  but  we  can  still  see  that 
alcohol  and  other  drug  use  contributes  to 
legal  problems.  These  problems  can  be 
divided  into  three  areas: 

• offences  committed  that  violate  federal 
and  provincial  alcohol  and  other  drug  leg- 
islation/regulations 

• crimes  committed  by  users  while  under 
the  influence  of  alcohol  or  other  drugs 

• violence  or  crimes  committed  while  procur- 
ing drugs,  or  in  connection  with  the  illegal 
drug  trade. 
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Alcohol,  Tobacco  and  Other  Drug  Laws 


The  Liquor  Control  Act  and  Regulations  and  the 
Liquor  Licence  Act  and  Regulations  are  provin- 
cial statutes  regulating  the  supply  and  use  of 
liquor  in  the  province.  It  is  an  offence  in  Ontario  to 
sell  alcoholic  beverages  to  any  person  under  the  age 
of  19  or  to  serve  an  intoxicated  individual. 

The  Highway  Traffic  Act  now  identifies  a new 
classification  of  licensed  drivers,  namely,  holders 
of  a graduated  licence.  This  limited  licence  for  new 
drivers  allows  them  to  gradually  gain  experience 
in  low-risk  conditions  before  obtaining  full  dri- 
ving privileges  after  their  first  two  years  on  the 
road.  The  Highway  Traffic  Act  stipulates  that  for 
holders  of  graduated  licences,  driving  with  any 
amount  of  alcohol  in  their  system  is  an  offence 
punishable  by  suspension  and  fine.  For  all  other 
drivers,  having  a .05%  blood  alcohol  content  leads 
to  an  automatic  12-hour  suspension.  If  a person 
has  been  medically  diagnosed  as  an  alcoholic  or 
drug  addict,  his  or  her  driver's  licence  can  be  sus- 
pended indefinitely  or  until  sufficient  proof  of 
rehabilitation  has  been  offered. 

The  Criminal  Code  of  Canada  contains 
statutes  concerning  traffic  offences  involving  the 
use  of  alcohol.  These  include  the  impaired  opera- 
tion of  a motor  vehicle,  vessel  or  aircraft;  impaired 
operation  of  a vehicle  causing  death  or  bodily 
harm;  driving  with  more  than  80  mg  of  alcohol  in 
the  blood;  and  failure  or  refusal  to  provide  a sam- 
ple of  breath. 

The  Narcotic  Control  Act  is  a federal  act  pro- 
hibiting possession,  trafficking,  possession  for 


trafficking,  importing  and  exporting,  and  cultiva- 
tion of  natural  or  synthetic  opiate  narcotics  such  as 
heroin,  codeine  and  methadone,  as  well  as  other 
non-narcotics  such  as  cocaine,  cannabis  and  PCR 

The  Food  and  Drug  Act  is  a federal  act  that 
regulates  the  sale,  trade,  transport  or  delivery  of 
substances  classified  as  either  controlled  or  restrict- 
ed drugs.  Schedule  F of  the  Act  covers  prescription 
drugs;  Schedule  G,  controlled  dmgs  such  as 
amphetamines  and  barbiturates;  Schedule  H, 
restricted  drugs  such  as  LSD,  MDA  and  psilocybin. 

Federal,  provincial  and  municipal  legisla- 
tion restrict  smoking  in  the  workplace  and  in 
public  areas. 

The  Tobacco  Products  Control  Act  prohibits 
advertising  of  tobacco  products  and  requires 
health  warnings  on  cigarette  packages  and  pack- 
age inserts. 

The  federal  Tobacco  Sales  to  Young  Persons 
Act,  enacted  in  February  1994,  makes  it  an 
offence  to  sell  or  furnish  tobacco  to  a person 
under  the  age  of  18.  The  Act  also  prohibits  tobac- 
co vending  machines  in  public  places  other  than 
bars,  taverns  or  other  licensed  beverage  rooms. 

Bill  119,  An  Act  to  Prevent  the  Provision  of 
Tobacco  to  Young  Persons  and  to  Regulate  Its 
Sale  and  Use  by  Others  prohibits  the  sale  or  sup- 
ply of  tobacco  to  any  person  in  Ontario  under  the 
age  of  19.  All  vending  machines  containing 
tobacco  products  are  prohibited.  Sales  of  tobacco 
are  prohibited  in  pharmacies  and  in  all  stores  that 
contain  a pharmacy,  as  of  December  31, 1994. 
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The  most  easily  measured  kinds  of 
problems  are  those  that  involve  breaking 
one  of  the  federal  or  provincial  drug  laws. 
These  laws  cover  areas  in  the  distribution, 
sale  and  use  of  alcohol  and  other  drugs. 

Alcohol  is  a legal  drug,  but  its  distribu- 
tion and  sale  is  controlled  by  provincial 
statutes.  In  1992,  there  were  66,563  charges 
under  the  Liquor  Control  Act  in  Ontario. 

The  Criminal  Code  restricts  the  use  of 
alcohol  when  operating  a car,  vessel  or  air- 


craft. In  1992,  there  were  33,796  alcohol-relat- 
ed traffic  offences,  which  constituted  54  per 
cent  of  all  Criminal  Code  traffic  offences. 

For  other  drugs,  the  numbers  are  much 
smaller.  Although  there  were  17,324  drug- 
related  offences  in  1992,  this  was  less  than 
two-thirds  the  number  of  alcohol-related 
traffic  offences. 

The  largest  number  of  drug-related 
offences  was  against  the  Narcotic  Control 
Act.  Almost  three-quarters  of  these  were  for 
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cannabis  use.  This  is  not  surprising  since 
cannabis  is  the  most  widely  used  illicit  drug. 

Few  charges  are  laid  for  tobacco  offences. 

Benefits  and  Costs 

The  sale  of  both  alcohol  and  tobacco  prod- 
ucts has  some  economic  benefits.  The  rev- 
enue generated  by  taxes  for  these  two  sub- 
stances is  substantial  for  both  Ontario  and 
the  federal  go  vernment.  The  production,  dis- 
tribution, marketing  and  sale  of  both  tobacco 
and  alcohol,  create  many  jobs.  Similar  eco- 
nomic benefits  apply  to  prescription  drags. 

The  economic  "benefits"  of  illicit  drugs 
are  harder  to  estimate  or  describe.  At  least 
some  of  the  money  made  from  these  drugs 
comes  back  into  the  economy  through  the 
purchase  of  products  and  services. 

Costs:  Health  Care 
As  we  saw  earlier,  there  are  a large  number 
of  health  and  safety  problems  associated 
with  alcohol,  tobacco  and  other  drag  use. 
The  price  tag  is  substantial. 

People  who  use  or  misuse  alcohol,  tobac- 
co or  other  drugs  use  hospital  resources  dis- 
proportionately. Those  with  alcohol-related 
health  problems  occupy  somewhere  between 
four  and  seven  times  more  hospital  beds  than 
the  general  population.  Illegal  drug  abusers 
consume  12  per  cent  of  the  total  hospital 
resources  available,  which  is  approximately 
six  times  their  expected  share. 

The  cost  to  the  health  care  system  due  to 
tobacco  use  is  also  enormous.  It  is  difficult  to 
determine  the  precise  cost  to  the  system  of 


non  -hospi  is  Sized  alcohol  and  other  drug 
abusers.  But  it  is  likely  that  the  extra  burden 
to  the  health  care  system  is  extremely  high. 

Costs:  Lost  Productivity 
Efforts  have  been  made  to  estimate  what 
alcohol  and  other  drug  problems  cost  due  to 
accidents  and  absenteeism  in  the  workplace. 
It  is  clear  that  the  cost  to  the  economy  is  high. 

• alcohol  and  other  drug  abusers  are  known 
to  have  between  two  and  three  times  the 
rate  of  absenteeism  and  accidents  experi- 
enced by  "average"  employees. 

• evidence  suggests  that  alcohol  and  other 
drug  abuse  contributes  to  10  to  20  per 
cent  of  the  total  of  lost  productivity. 

Other  Social  Costs 
People  who  abuse  alcohol  or  other  drugs 
place  a heavy'  burden  on  community  services, 
especially  law  enforcement  and  social  welfare 
services.  This  group  is  over-represented 
among  the  delinquent,  criminal  and  troubled 
populations,  who  make  disproportionate  use 
of  community  and  social  service  agency 
resources.  However,  the  large  number  of 
occasional  drinkers,  even  though  they  may 
only  infrequently  get  into  trouble,  also  signif- 
icantly contribute  to  law  enforcement  and 
social  sendees  costs. 

How  Do  We  Rate? 

A good  way  to  measure  the  severity  of  the 
problems  caused  by  alcohol  and  other  drugs 
is  to  compare  population-based  estimates  of 
alcohol  or  drug  use  for  different  countries. 
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provinces  or  communities.  For  alcohol,  the 
measure  used  is  annual  per  capita  consump- 
tion ~ the  average  consumption  per  person 
(of  a specified  minimum  age)  during  a year. 
Ontario's  per  capita  consumption  of  alcohol 
is  among  the  highest  of  Canadian  provinces. 
In  international  comparisons  of  industrial- 
ized countries,  Canada  ranks  in  the  middle, 
along  with  such  countries  as  Australia  and 
the  United  States.  Canadians  drink  more 
than  the  English  and  Scandinavians,  but  less 
than  the  French,  Germans  and  Italians. 

The  proportion  of  the  Ontario  popula- 
tion that  smoke  falls  roughly  in  the  middle, 
compared  to  other  Canadian  provinces. 
Compared  to  other  industrialized  countries, 
Canada  falls  in  the  lower  section  of  the  range. 

Is  There  an  Alcohol 
or  Other  Drug  Problem 
in  Ontario? 

Yes,  there  definitely  is,  as  the  statistics 
throughout  this  report  clearly  show.  What 
they  also  show  is  that,  in  many  ways,  it  is 
misleading  to  think  of  a single,  simple  "drug 
problem."  The  problems  associated  with 
alcohol  and  other  drug  use  are  diverse  and 
complex.  There  is  not  one  drug  problem. 
There  are  different  problems  associated  with 
different  drugs,  different  users  and  with  the 
legal  status  of  various  substances. 

Once  we  recognize  the  diversity  of  prob- 
lems created  by  alcohol,  tobacco  and  other 
drug  abuse,  we  can  see  that  there  is  no  sim- 
ple, single  solution.  Legislation,  regulation 
and  enforcement  attempt  to  limit  the  supply 
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and  control  the  use  of  alcohol,  tobacco  and 
other  drugs.  Other  strategies  such  as  educa- 
tion try  to  limit  the  demand.  Treatment  pro- 
grams deal  with  the  consequences  of  abuse. 
All  these  approaches  are  essential,  yet  none 
of  them  is  likely  to  succeed  alone. 

If  one  thing  jumps  out  at  us  from  all  the 
statistics,  it  is  that  most  people  in  Ontario 
who  have  a drug  problem  have  a problem 
with  alcohol  or  tobacco. 

Are  Alcohol,  Tobacco  and  Other 
Drug  Problems  Increasing 
or  Decreasing? 

Measures  of  alcohol,  tobacco  and  other  drug 
use  indicate  that,  for  the  most  part,  alcohol, 
tobacco  and  other  drug  use  has  been  declin- 
ing over  the  past  10  years.  Certain  problems, 
such  as  deaths  from  alcohol-related  liver  dis- 
ease and  traffic  accidents,  have  also  been 
declining. 

This  news,  however  encouraging,  should 
be  tempered  by  recognizing  the  continued 
efforts  by  alcohol  producers  to  increase  the 
use  of  alcohol  through  mass  media  advertis- 
ing, aggressive  sports  sponsorships,  longer 
hours  of  sale,  promotion  of  high-strength 
beer,  and  the  use  of  credit  cards  for  the  pur- 
chase of  beer,  wine  and  spirits.  For  tobacco, 
any  government  decision  to  reduce  taxes  on 
cigarettes  is  viewed  by  many  health  profes- 
sionals as  a regressive  step.  Such  measures 
could  undermine  the  gains  made  from 
declining  sales  in  recent  years. 

The  general  decline  in  alcohol  and  other 
drug  use  also  raises  some  important  ques- 


tions  about  which  prevention  and  policy 
measures  have  proved  to  be  most  effective  in 
reducing  alcohol,  tobacco  and  other  drug 
problems.  One  critical  task,  through  sus- 
tained and  diligent  research,  is  to  find 
answers  to  these  questions. 





Who  Is  at 


Ontario's  Substance 
Abuse  Strategy  links 
the  way  in  which 
alcohol  and  other  drugs 
are  used  and  the  risk 
of  developing  problems. 
We  have  already  seen 
that  the  amount  of 
alcohol  and  other  drugs 
consumed  affects  the 
risk  of  prob  lems. 
However,  the  risk 
of  problems  is  also 
determined  or 
influenced  by  individual 
characteristics,  the 
way  in  which  alcohol 
is  used  and  the 
environmental  contexts 
in  which  it  is  used. 


Surveys  are  a particularly  useful  tool  for  answering 
a number  of  fundamental  questions  about  the  way 
that  alcohol  and  other  drugs  are  used  in  a group  or 
community.  The  Addiction  Research  Foundation  con- 
tinually does  this  kind  of  monitoring  among  adults  and 
students.  Surveys  can  tell  us  how  many  people  are 
using  how  much  of  a certain  drug.  But  they  can  do 
much  more.  They  can  tell  us  which  groups  are  using 
which  drugs,  how  frequently  they  use  them,  and  what 
problems  they  experience.  They  can  also  tell  us  how 
patterns  of  use  change  in  the  larger  group  and  in  sub- 
groups. That  kind  of  information  can  help  us  to  identi- 
fy the  problems  that  we  can  expect  to  find  in  different 
groups  and  to  plan  our  response  to  them. 

There  are  two  aspects  of  survey  work  to  keep  in 
mind  while  reading  this  chapter: 

• Rates  of  alcohol  and  other  drug  use  generally  vary 
among  subgroups.  Trends  and  estimates  of  alcohol 
and  other  drug  use  partly  depend  on  which  sub- 
group we  are  examining. 

• Even  though  only  a small  percentage  of  people  may 
use  a given  drug  or  alcohol,  in  a province  of  10  mil- 
lion people  it  may  still  represent  a large  number  of 
people.  For  example,  in  1993  only  one  per  cent  of 
Ontario  students  in  Grade  7 to  OAC  (Ontario 
Academic  Credit,  formerly  Grade  13)  reported  using 
crack  at  least  once  in  the  previous  12  months. 
Although  this  seems  to  be  a small  percentage,  it  still 
represents  8,800  students  in  the  province. 

Tobacco 

Several  recent  surveys  indicate  that  there  are  fewer 
tobacco  smokers  than  in  the  past.  In  1990,  a Ministry  of 
Health  survey  indicated  that  26  per  cent  of  the  adult 
Ontario  population  smoked  regularly,  which  is  signifi- 


cantly  lower  than  the  41  per  cent  who 
smoked  in  1966.  A similar  trend  is  seen 
among  Ontario  high  school  students.  The 
peak  year  for  smoking  among  students  was 
1979,  when  35  per  cent  of  students  in  grades 
7 to  13  smoked.  By  1993,  the  ARF  Ontario 
Student  Drug  Use  Survey  showed  that  this 
percentage  had  dropped  to  24  per  cent. 
However,  the  same  survey  showed  that  the 
proportion  of  Grade  7 students  who  were 
smoking  increased  from  6.1  per  cent  in  1991 
to  9.4  per  cent  in  1993.  This  increase  is  signif- 
icant and  warrants  close  attention,  although 
it  is  too  early  to  tell  if  this  change  represents 
the  beginning  of  a trend  toward  increased 
use  of  tobacco  among  high  school  students. 

Traditionally,  males  smoke  more  than 
females.  This  is  still  true  for  older  age 
groups.  As  well,  rates  of  heavy  tobacco  use 
are  higher  among  men  across  all  age  groups. 

Sex  differences  pertaining  to  tobacco  use 
at  younger  ages  are  not  significant. 
Moreover,  there  is  no  evidence  that  women 
are  now  quitting  at  lower  rates  than  men. 

Smoking  in  Ontario 

• overall,  fewer  adults  are  smoking 

• 30%  of  adults  between  18  and  49  smoke 

• the  lowest  percentage  is  for  those  age  65  or  over  — 14% 

• higher  educated  groups  are  less  likely  to  smoke 

• 9%  of  Grade  7 students  smoke 

• daily  smoking  is  higher  for  males  than  females 

• the  difference  between  the  percentage  of  male  and  female 
adult  smokers  is  getting  smaller 

• 92%  of  street  youth  smoke  daily 


There  is  one  group  that  uses  larger 
amounts  of  tobacco,  alcohol  and  almost  all 
other  drugs  than  other  subgroups.  This  is 
street  youth,  most  of  whom  smoke  daily.  In 
fact,  on  average,  this  group  reported  smok- 
ing more  than  20  cigarettes  each  day. 

Alcohol 

Who  Drinks? 

As  we  noted,  sur- 
veys are  a rich  source 
of  information  about 
patterns  of  drinking 
and  drinking  problems  in  different  groups. 
Information  about  how  various  groups 
drink  can  help  us  determine  who  is  at  risk 
for  developing  problems,  and  help  us  plan 
better  how  to  deal  with  them. 

For  example,  consider  the  relationship 
between  drinking  patterns  and  age.  If  we  sim- 
ply look  at  whether  people  drink  at  all,  we  see 
that  the  percentage  of  people  in  Ontario  who 
drink  alcohol  decreases  with  age.  However,  if 
we  look  at  how  often  people  drink,  we  see 
that  the  percentage  of  people  who  drink  fre- 
quently (e.g.,  daily)  increases  with  age. 

The  pattern  shifts  again  when  we  con- 
sider how  much  an  individual  drinks  at  one 
time.  "Heavy  drinking,"  measured  by  five  or 
more  drinks  at  a sitting,  is  more  common 
among  young  adults;  young  adult  males 
between  the  ages  of  18  and  29  are  most  like- 
ly to  drink  heavily. 

Surveys  of  students  tell  us  a lot  about 
the  drinking  patterns  of  young  people  in 
Grade  7 to  OAC.  In  1993,  the  percentage  who 
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stated  that  they  drank  varied  from  three  out 
of  10  of  the  Grade  7 students  to  almost  eight 
out  of  10  OAC  students.  However,  of  the  stu- 
dents who  drank,  four  out  of  10  only  drank 
on  special  occasions.  Another  quarter  said 
they  drank  once  a month  or  less.  On  the 
other  end  of  the  risk  continuum,  less  than 
one  per  cent  said  they  drank  "almost  daily." 

Street  youth  show  a distinctly  different 
pattern  of  drinking.  In  every  other  group  sur- 
veyed, males  drink  more  than  females,  but  not 
among  street  youth.  Similarly,  in  contrast  to 
high  school  students  and  university  students, 
a much  larger  proportion  (six  per  cent)  of 
street  youth  drink  daily. 


less  than  half  as  many  males  aged  30-39 
drink  daily  now,  compared  with  the  number 
in  1977.  The  reduction  was  found  for  males 
in  all  professional  and  managerial  positions. 

Drinking  Problems 

Surveys  can  be  used  to  study  alcohol-related 
problems.  Surveys  have  used  a series  of  four 
questions  that  have  proven  to  be  good  indica- 
tors of  such  problems.  (See  text  box.)  Positive 
answers  to  two  of  these  four  questions  indi- 
cate a possible  alcohol-related  problem. 

Surveys  have  revealed  a number  of  dif- 
ferent patterns  among  males  and  females: 
males  outnumbered  females  dramatically 


What  Has  Changed? 

Surveys  of  drinking  patterns  show  that 
important  changes  have  occurred  in  recent 
years.  From  information  about  the  total 
amount  of  alcohol  consumed,  we  know  that 
Ontarians  are  drinking  significantly  less 
than  they  did  in  the  mid-1970s.  However, 
there  are  some  interesting  variations. 

The  proportion  of  adults  who  drink  has 
increased  slightly,  primarily  due  to  the  aging 
of  the  general  population.  More  older  people 
drink  than  in  the  past:  the  percentage  of  per- 
sons over  the  age  of  65  who  drink  increased 
from  54  per  cent  in  1977  to  67  per  cent  in  1994. 
In  contrast,  the  percentage  of  students  who 
are  drinking  has  dropped  from  more  than  75 
per  cent  in  1979,  to  57  per  cent  in  1993. 

Among  adults,  there  are  further  differ- 
ences. Recently,  the  percentage  of  adults 
who  drink  daily  has  declined;  in  particular. 


Student  Drinking  Problems 

• more  males  than  females  reported  drinking  problems 

• 4.5%  of  students  were  arrested  or  warned  by  police 
because  of  drinking 

• 5.1%  wanted  to  drink  less 

• just  over  1%  had  sought  school  or  medical  attention 
because  of  drinking 

• no  change  in  the  number  of  drinking  problems  occurred 
since  1981. 


Do  you  have  a drinking  problem? 

1 . Have  you  felt  you  should  reduce  your  drinking? 

2.  Have  others  bothered  you  by  complaining  about  your 
drinking? 

3.  Have  you  felt  bad  or  guilty  because  of  your  drinking? 

4.  Have  you  drunk  in  the  early  morning  to  get  rid  of  a 
hangover? 


in  virtually  all  categories;  twice  as  many 
males  as  females  reported  problems  associ- 
ated with  drinking;  male  students  reported 
having  more  problems  than  their  female 
counterparts. 

Street  youth  have  dramatically  greater 
difficulties  with  alcohol  than  any  other  group: 
almost  half  of  this  group  reported  problems. 


This  is  also  the  one  group  for  whom  there  is 
little  difference  in  the  rate  of  alcohol  problems 
between  males  and  females. 

Prescription  Drugs 

Doctors  prescribe  many  different  drugs  to 
treat  medical  conditions.  The  use  of  these 
drugs  according  to  a doctor's  instructions  and 
the  manufacturer's  recommendations  is  gen- 
erally considered  low-risk  use  (see  Chapter 
One).  Even  so,  a patient  may  be  at  risk  if  the 
doctor  is  either  misprescribing  or  overpre- 
scribing drugs. 

Sometimes  prescription  drugs  are  used 
for  reasons  other  than  medical  ones.  In  these 
cases,  the  risks  associated  with  their  use 
increase.  Stimulants  and  sleeping  pills  are  the 
drugs  that  are  most  frequently  used  without 
a doctor's  prescription. 

A 1994  survey  showed  that  sleeping  pills 
were  the  most  frequently  used  drug  of  all 
prescription  drugs.  About  nine  per  cent  of 
the  adult  population  had  used  them  that 
year.  Women  used  slightly  more  tranquilliz- 
ers and  sleeping  pills  than  men.  Older  peo- 
ple (>65)  were  twice  as  likely  to  use  sleeping 
pills  as  the  general  adult  population. 

Prescription  drug  use  among  students  is 
relatively  low  compared  with  adults,  has 
decreased  in  recent  years,  and  does  not  differ 
between  males  and  females. 

Street  youth  show  high  levels  of  pre- 
scription drug  use.  These  drugs  are  often 
stolen  or  illegally  purchased.  Among  this 
group,  almost  30  per  cent  had  used  tranquil- 
lizers in  the  year  before  the  survey. 
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Illicit  Drug 
Use 

For  most  people,  illicit 
drug  use  is  the  excep- 
tion rather  than  the 
rule.  Most  adults  liv- 
ing in  households,  and  most  students  attend- 
ing school,  do  not  use  illicit  drugs.  Of  those 
who  do,  use  is  infrequent  - less  than  once  a 
month  or  often  only  once  or  twice  a year. 

Although  illicit  drug  use  is  unusual  in 
the  mainstream  population,  it  is  clearly  a 
way  of  life  among  street  youth.  Most  street 
youth  use  or  have  used  some  form  of  illicit 
drug,  and  15  per  cent  use  cannabis  daily. 

Cannabis 

Cannabis  (marijuana)  is  the  most  frequently 
used  illicit  drug.  In  the  mainstream  popula- 
tion, nine  per  cent  of  adults  used  cannabis  at 
least  once  during  1994.  This  percentage,  how- 
ever, varies  greatly  among  subgroups.  For 
example,  cannabis  use  varies  from  less  than 
one  in  200  among  those  aged  65  or  more,  to 
almost  one  in  five  among  18-  to  29-year-olds. 
However,  cannabis  is  most  often  used  infre- 
quently. Two-thirds  of  the  mainstream  users 
used  cannabis  less  than  once  a month. 

Among  students,  cannabis  use  ranged 
from  less  than  two  per  cent  of  Grade  7 stu- 
dents to  almost  22  per  cent  of  OAC  students. 
Over  40  per  cent  of  these  students  reported 
using  the  drug  only  once  or  twice  during  the 
previous  year. 

The  percentage  of  students  using 
cannabis  has  declined  significantly  in  the  past 


15  years;  less  than  half  as  many  students  are 
now  using  cannabis  compared  to  the  number 
in  1979.  There  has  been  a similar,  though  less 
dramatic,  decline  among  adults.  However, 
this  does  not  mean  that  every  group  is  using 
less.  In  fact,  some  subgroups  are  more  likely 
to  use  cannabis.  For  example,  in  the  30  to  39 
age  range,  many  more  people  are  using 
cannabis  today  than  in  1977. 

Regular  and  frequent  cannabis  use  is 
common  among  street  youth.  More  than  80 
per  cent  of  street  youth  use  the  drug  and 
about  one  in  seven  use  it  daily. 

Cocaine 

A much  smaller  percentage  of  people  use 
cocaine  than  cannabis.  In  1994,  just  over  one 
in  18  people  had  tried  cocaine,  and  less  than 
one  in  100  had  used  it  in  the  preceding  year. 
Again,  there  was  a large  range  in  the  rate  of 
use.  Very  few  adults  over  65  used  cocaine.  In 
the  18  to  29  age  group,  however,  almost  three 
times  the  average  number  of  adults  had  used 
cocaine,  although  use  was  infrequent. 
Among  current  users,  95  per  cent  used  the 
drug  less  than  once  a month.  Just  under  one 
in  40  university  students  used  cocaine  in 
1993.  Among  students  in  Grade  7 to  OAC, 
less  than  two  per  cent  used  cocaine  in  1993. 
However,  among  users,  more  than  two- 
thirds  used  cocaine  more  than  once  or  twice 
during  the  year. 

Among  street  youth,  cocaine  use  is 
much  more  prevalent.  Over  30  per  cent  of 
this  group  used  cocaine  in  1992  and  three 
per  cent  used  it  daily. 
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Although  the  use  of  cocaine  has  recent- 
ly caused  a public  outcry,  the  rate  of  cocaine 
use  has  remained  low.  Between  1984  and 
1987,  the  percentage  of  adults  reporting 
ever  having  used  cocaine  increased  from 
about  three  to  six  per  cent.  However,  during 
that  same  period,  the  percentage  of  people 
who  reported  using  cocaine  in  the  previous 
year  remained  at  two  per  cent.  This  sug- 
gests that  the  cocaine-using  population 
increased  between  1984  and  1986  and  has 
since  stabilized. 

Crack 

Despite  the  public  attention  that  is  given  to 
crack,  its  use  is  rare  in  the  general  popula- 
tion. Less  than  one  in  100  adults,  school  stu- 
dents or  university  students  use  it.  The  per- 
centage of  people  using  crack  is  not  increas- 
ing. Between  1987  and  1994,  the  percentage 
of  adults  using  crack  remained  the  same. 

It  is  only  among  street  youth  that  we  see 
a significant  proportion  of  crack  users.  More 


than  one-third  report  using  crack  in  a year 
and  more  than  one  in  20  use  it  daily. 

Other  Illicit  Drugs 

We  do  not  have  much  information  about  illic- 
it drug  use  among  the  Ontario  adult  popula- 
tion. Information  about  Grade  7 to  OAC  stu- 
dents indicates  that,  during  the  last  decade, 
illicit  drug  use  has  significantly  declined.  Use 
of  heroin  and  "speed"  has  declined  and,  since 
1981,  LSD  use  has  decreased  by  more  than  30 
per  cent  and  PCP  use  by  more  than  75  per 
cent.  Furthermore,  as  with  other  illicit  drugs, 
the  percentage  of  student  users  is  low  and 
their  pattern  of  use  is  infrequent.  About  60 
per  cent  of  users  report  having  used  these 
drugs  only  once  or  twice. 

However,  despite  a long-term  decline  in 
illicit  drug  use,  the  1993  Ontario  Student 
Drug  Survey  suggests  a recent  upswing  in 
some  drug  use.  For  example,  the  use  of  LSD 
increased  among  males,  from  six  per  cent  in 
1991  to  eight  per  cent  in  1993.  As  well,  among 
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OAC  students,  PCP  use  increased  from  0.3 
per  cent  to  1.3  per  cent,  the  use  of  "Ecstasy" 
increased  from  0.4  per  cent  to  2.7  per  cent, 
and  the  use  of  "ice"  (crystalline  speed) 
increased  from  0.2  per  cent  to  1.9  per  cent. 
Although  the  implications  of  the  increased 
use  remain  unclear,  they  might  indicate  that 
the  long-term  decline  in  illicit  drug  use 
among  high  school  students  has  ended. 

Among  Toronto  street  youth,  the  situa- 
tion is  different.  For  example,  four  per  cent 
used  heroin  and  59  per  cent  used  LSD  in  1992. 

Inhalants 

Typically,  only  youths  inhale  glue  or  other 
solvents  to  get  high.  In  1993,  1.6  per  cent  of 
high  school  students  inhaled  glue  and  2.3  per 
cent  inhaled  other  solvents.  These  are  the 
only  substances  whose  rates  of  use  decreased 
with  age. 

The  use  of  these  substances  tends  to  be 
infrequent  - not  more  than  once  or  twice  a 
year.  Although  the  use  of  glue  increased  from 
1.1  per  cent  to  3.2  per  cent  among  Grade  7 
students,  inhalant  use  has  declined  slightly 
since  1977.  Between  1991  and  1993,  the  use  of 
other  solvents  increased  from  1.6  per  cent  to 
2.3  per  cent. 

In  comparison,  about  eight  per  cent  of 
street  youth  used  inhalants  in  1992. 

A Typology  of  Drug  Use 

Most  students  and  adults  use  legal  drugs  or 
do  not  use  drugs  at  all.  Currently,  only  one  in 
five  students  and  one  in  10  adults  uses  any 
illicit  drug. 


Over  the  past  decade,  the  numbers  of 
drugs  used  by  adults  have  remained  fairly 
similar.  However,  the  percentage  of  stu- 
dents who  report  no  drug  use  has  increased. 
This  increase  not  only  shows  that  more  stu- 
dents are  choosing  to  be  drug-free,  but  it 
also  suggests  that  declines  in  the  use  of  one 
drug  have  not  been  balanced  by  increases  in 
the  use  of  others. 

The  number  of  students  reporting  that 
they  had  not  used  alcohol  or  other  drugs  in 
the  previous  year  has  increased  from  18  per 
cent  in  1977  to  almost  36  per  cent  in  1993.  For 
adults,  while  the  percentage  of  non-users 
has  not  comparably  increased,  the  percent- 
age of  substance  users  has  not  increased. 

Drug  Use  in  Perspective 

We  are  facing  an  interesting  paradox.  Public 
discussion  of  drug  issues  creates  the  impres- 
sion that  we  are  facing  a "drug  epidemic." 
Information  from  surveys,  however,  tells  us 
that  substance  use  among  most  groups  is  not 
increasing.  Most  students  and  adults  limit 
their  drug  use  to  legal  substances  or  do  not 
use  drugs  at  all.  Alcohol,  tobacco  and  other 
drug  use  in  Ontario  by  both  groups  has  gen- 
erally declined.  Why,  then,  does  it  appear 
that  we  are  facing  a "drug  epidemic?"  Why 
do  we  get  the  impression  that  cocaine  and 
crack  use  is  rampant? 

There  are  at  least  four  reasons  for  these 
impressions.  First,  drug-related  arrests  have 
increased.  Although  these  arrests  are  related 
to  drug  use,  they  do  not  necessarily  reflect 
drug  use  in  the  total  population.  An  arrest 


may  reflect  enforcement  priorities  and 
resource  allocation,  rather  than  an  increase 
in  the  number  of  drug  users. 

Second,  the  number  of  people  seeking 
treatment  for  substance  abuse  problems  has 
increased.  This  increase  may  appear  to  indi- 
cate an  increase  in  alcohol  and  other  drug  use. 
Typically,  however,  there  is  a lag  between 
when  an  individual  starts  to  use  alcohol  or 
other  drugs  and  the  development  of  sub- 
stance abuse  problems.  Current  treatment  for 
alcohol  and  other  drug  problems  may  actual- 
ly reflect  substance  use  from  earlier  years.  The 
increased  number  of  people  seeking  treat- 
ment might  also  reflect  a greater  awareness 
of,  and  increased  access  to,  treatment 
resources  and  facilities.  That  is,  the  number  of 
people  needing  treatment  might  not  have 
changed  dramatically,  even  though  the  num- 
ber receiving  treatment  has  increased. 

Third,  surveys  may  not  reflect  chronic, 
severe  or  rapidly  increasing  alcohol  or  other 
drug  problems  that  affect  certain  communi- 
ties or  groups.  For  example,  some  surveys  of 
adults  reflect  changes  in  Ontario  society  but 
do  not  reflect  changes  in  drug  use  in  specific 
neighborhoods. 

Studies  of  street  youth  reflect  differences 
in  drug  use  between  a subgroup  and  the 
larger  population.  Student  surveys  tell  us  lit- 
tle about  drug  use  in  this  subgroup.  The  use 
of  drugs  and  alcohol  by  street  youth  is  excep- 
tionally high  and  the  related  problems  are 
very  prevalent;  similar  patterns  of  drug  use 
and  problems  are  not  found  in  surveys  of  the 
general  student  population. 


Finally,  concern  about  increased  drug 
use  may  be  caused  by  the  public's  growing 
intolerance  for  drug  use.  Even  when  statis- 
tics show  that  drug  use  is  actually  declining, 
many  people  may  believe  that  the  rate  is  still 
too  high. 

Good  News,  Bad  News 
The  long-term  trend  to  more  conservative 
alcohol,  tobacco  and  other  drug  use  is  reason 
for  optimism.  However,  three  groups  do  not 
conform  to  the  overall  trend  toward  reduced 
alcohol  and  other  drug  use:  school  students, 
university  students  and  young,  male  adults. 

Although  substance  use  among  school 
students  has  declined  significantly  over  the 
past  decade,  the  1993  Student  Survey  found 
that  this  decline  may  have  ended.  In  the  past 
two  years,  the  use  of  five  illicit  drugs  and 
smoking  has  increased  among  Grade  7 stu- 
dents. It  is  uncertain  whether  this  increase  is 
a temporary  phenomenon  or  the  start  of  an 
enduring  trend. 

University  students  are  among  the 
province's  heaviest  drinkers.  A 1993  survey 
of  Ontario's  university  students  found  that 
15.6  per  cent  had  more  than  29  drinks  per 
week,  which  puts  them  in  the  moderate-  to 
high-risk  group.  Another  15.5  per  cent  had 
between  15  and  28  drinks  per  week,  which 
places  them  in  the  moderate  risk  category. 
Consequently,  this  group  faces  several  alco- 
hol-related problems. 

Young,  male  adults  have  the  highest 
rates  of  heavy  drinking.  Almost  one-third  of 
male  drinkers  in  their  20s  reported  having  11 


or  more  drinks  at  least  once  in  the  past  year. 
About  one-fifth  of  males  in  their  20s  report- 
ed having  five  or  more  drinks  at  least  36 
times  during  the  past  year.  Most  important- 
ly, young  males  are  perhaps  the  most  under- 
served of  all  high-risk  groups  in  prevention 
and  health  promotion  programs. 

From  survey  results,  we  can  see  that  pat- 
terns of  drug  use  change  over  time.  Drugs  go 
in  and  out  of  fashion.  People  decide  to  use 
the  same  drugs  in  different  ways.  New  peo- 
ple begin  to  use  the  drugs  and  established 
users  quit.  When  the  use  of  one  drug 
declines,  the  use  of  another  may  increase. 
Therefore,  we  cannot  be  complacent  about 
the  overall  decline  of  alcohol,  tobacco  and 
other  drug  use  over  the  past  decade. 

Alcohol  is  still  the  most  widely  used 
drug  in  Ontario.  More  people  use  alcohol 
than  all  other  drugs  combined.  Despite 
shifting  patterns  of  drug  use,  alcohol  use 
remains  at  a high  level  in  adults  and  many 
people  drink  enough  to  risk  serious  conse- 
quences. Alcohol  is  the  source  of  most  of  the 
problems  and  costs  associated  with  sub- 
stance use.  For  example,  while  11,000  people 
are  at  risk  for  problems  from  cocaine  use, 
405,000  adults  in  Ontario  report  alcohol 
dependence. 

Despite  encouraging  trends  in  the  use 
of  alcohol,  tobacco  and  other  drugs,  alcohol 
and  tobacco  continue  to  be  used  at  high  lev- 
els, with  consequent  health,  social  and  legal 
costs  to  the  individual  and  society.  These 
costs  remain  unacceptably  high. 


Trends  in  Alcohol,  Tobacco 
and  Other  Drug  Use 
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Trends  in  Alcohol,  Tobacco 
and  Other  Drug  Use 
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Making  a Difference  through 
Health  Promotion 


In  Chapters  One 
and  Two,  we  looked 
at  the  problems 
that  can  develop 
when  alcohol  and 
other  drugs  are  used 
or  abused.  Although 
there  are  no  simple 
solutions  to  these 
complex  problems , 


Health  promotion  is  a set  of  strategies  that  enables 
individuals  and  communities  to  increase  control 
over  the  determinants  of  health  and  enhance 
their  health.  These  strategies  - building  healthy  public 
policy,  creating  supportive  environments,  strengthen- 
ing community  action  and  developing  personal  skills  - 
acknowledge  that  health  is  not  only  influenced  by 
genetic  factors  or  personal  choice  but  also  by  the  envi- 
ronments in  which  people  live. 

The  risks  that  people  run  of  developing  substance 
abuse  problems  are  directly  affected  by  their  family 
relations,  schools,  workplaces,  living  conditions  and 
the  public  policies  guiding  community'  life.  Health  pro- 
motion strategies  enable  people  to  shape  these  envi- 
ronments and  policies  for  their  physical,  emotional, 
social  and  spiritual  health. 


effective  health 
promotion  strategies 
have  been  developed 
to  address  the  needs 
of  people  at  different 
levels  of  risk. 


Principles  and  Directions 
of  Health  Promotion 

Health  promotion  uses  several  strategies  - policies, 
programs  and  services  - that  involve  all  sectors  of  soci- 
ety. These  strategies  bring  together  educational,  orga- 
nizational, economic  and  environmental  support  for 
community  action  as  it  affects  health.  In  practical 
terms,  this  means  that  health  promotion  strategies  co- 
ordinate the  efforts  of  many  groups  and  institutions. 

Health  promotion  involves  the  community  as  an 
active  partner  in  developing  and  implementing  health 
promotion  strategies.  The  local  community  is  the  most 
appropriate  site  for  introducing  health-promoting 
strategies  because  it  is  the  area  where  people  can  exert 
control  over  the  determinants  of  their  health. 

The  community  is  also  a primary  resource  for  pro- 
moting health.  Health  promotion  strategies  involve  all 
sectors  of  the  community.  They  allow  community 
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members  and  groups  to  participate  in  health- 
promoting  activities  directed  at  policy  devel- 
opment, public  education  or  institutional 
and  environmental  change. 

Health  promotion  also  considers  the 
effects  of  the  physical,  economic,  social  and 
cultural  determinants  of  health.  The  key  to 
preventing  social  and  health  problems  in 
general,  and  substance  use  and  abuse  in  par- 
ticular, is  a commitment  to  building  a society 
where  healthy  people  live  in  safe  and 
healthy  environments. 

It  is  important  to  look  closely  at  a num- 
ber of  community,  public  policy  and  societal 
influences  that  are  considered  important  in 
determining  the  likelihood  that  substance 
abuse  problems  will  develop  and  some  of 
the  health  promotion  strategies  intended  to 
mitigate  harmful  influences  and  support 
healthy  ones. 

COMMUNITY 
SYSTEMS  INFLUENCES 

People  spend  much  of  their  lives  within  rel- 
atively few  community  environments  or  sys- 
tems. The  risk  that  a person  runs  of  develop- 
ing substance  abuse  problems  is  typically 
influenced  by  a number  of  interrelated  fac- 
tors: family  support;  quality  of  the  education 
system;  occupation;  access  to  health  services; 
and  leisure  activities. 

Health  promotion  programs  try  to 
strengthen  community  action  and  social  sup- 
port in  these  immediate  living  environments, 
or  systems,  which  people  can  control. 
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The  Family 

The  quality  of  family  life  directly  affects  the 
role  of  alcohol,  tobacco  and  other  drugs  in  a 
child's  or  adolescent's  life. 

Parents  who  provide  a caring  and  sup- 
portive environment,  have  high  expectations 
and  encourage  their  children  to  actively  par- 
ticipate in  family  and  community  life  have 
already  gone  a long  way  in  protecting  their 
children  from  high-risk  behaviors. 

Parents  also  act  as  role  models  for  their 
children.  They  should  consistently  model 
the  attitudes  and  practices  of  alcohol  and 
other  drug  use  that  they  would  like  their 
children  to  adopt.  Good  communication 
practices  - listening  carefully,  creating 
opportunities  for  conversation,  providing 
positive  feedback  - should  be  used  when 
parents  talk  with  their  children  about  alco- 
hol and  drug  use,  and  whether  it  fits  into 
family  life. 

The  community  can  support  parents  in 
these  efforts.  Parents  can  attend  programs 
that  help  them  improve  their  communica- 
tion and  other  parenting  skills,  and 
increase  their  knowledge  of  how  their  use 
of  alcohol  and  other  drugs  influences  their 
children's  lives. 

Community-level  programs  that  sup- 
port parents  to  provide  the  best  possible  care 
for  their  children  are  also  important.  Good- 
quality  day  care,  after-school  programs  and 
recreational  programs  give  them  some  of  the 
external  resources  they  need. 
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Education  System 
Influences 

Elementary  and  Secondary 
Schools 

Schools  are  good  places  to  provide  health- 
promoting  messages  about  alcohol  and 
other  drugs  since  most  children  up  to  age  16 
can  easily  be  reached  through  the  schools. 

Among  school-age  children,  the  most 
frequently  used  drugs  are  alcohol,  tobacco 
and  cannabis.  Although  there  are  dangers 
associated  with  these  drugs,  there  is  a fur- 
ther danger  that  they  are  frequently  "gate- 
ways" to  other  drugs. 

Education  is  broader  than  classroom- 
based  teaching.  People  learn  in  many  differ- 
ent ways  from  many  different  sources,  even 


within  schools.  Prevention  of  drug-related 
problems  is  broader  than  teaching  or  learn- 
ing about  drugs  and  health.  What  people 
know  and  learn  is  only  one  determinant  of 
behavior.  They  are  also  affected  by  their 
social  environment.  Schools  are  micro-com- 
munities in  which  an  individual's  behavior  is 
influenced  by  the  social  environment  and  by 
the  policies  and  regulations  that  both  shape 
and  reflect  social  attitudes  and  rules  of  con- 
duct about  alcohol  and  other  drug  use. 

Traditionally,  the  main  way  that  schools 
try  to  influence  students'  use  of  these  sub- 
stances is  through  alcohol  and  other  drug 
education.  This  type  of  education  has 
received  mixed  reviews.  Most  of  the  evidence 
suggests  that  knowledge  and  attitudes  about 
alcohol  and  other  drugs  are  much  easier  to 
influence  than  actual  behavior. 

Students  who  are  well  educated  about 
alcohol  and  other  drug  use  may  still  use 
these  substances.  Usually  their  behavior 
results  from  other  influences,  such  as  fami- 
lies and  peers.  Programs  that  recognize 
these  influences  may  have  a better  chance  at 
reaching  students.  Programs  in  which  peers 
are  involved,  for  example,  have  been  quite 
successful.  Another  useful  approach  empha- 
sizes developing  social  and  personal  skills, 
including  resistance  skills,  coping  skills  and 
decision-making  skills. 

School  boards  can  introduce  policies  to 
create  and  maintain  a drug-free  environ- 
ment. But  this  is  still  not  enough  - there  must 
be  support  for  this  choice.  A drug-free  policy 
may  be  difficult  to  enforce  in  an  unsupport- 


ive  environment  and  where  school  norms 
diverge  from  those  of  the  family  or  larger 
community. 

Research  shows  that  school  programs 
work  better  when  they  are  not  isolated  from 
what  happens  outside  the  school.  The  more 
successful  school-based  initiatives  encourage 
parent  involvement  and  are  linked  with 
broader  community  activities  to  reduce  the 
risks  of  alcohol  use  or  promote  non-smoking. 

Schools  also  need  access  to  professional 
assessment  and  referral  services  and  treat- 
ment programs  for  students  who  are  experi- 
encing problems  associated  with  substance 
use.  For  these  students,  programs  should  also 
link  school,  family  and  community  resources. 

More  recently,  student  alcohol  and  drug 
use  is  often  associated  with  an  array  of  psy- 
chosocial problems:  anti-social  behavior, 
school  failure,  delinquency  and  dropping 
out.  These  problems  need  comprehensive 
and  integrated  solutions  that  include,  but  are 
not  limited  to,  a focus  on  drug  use. 

In  future,  student  alcohol  and  other  drug 
use  will  probably  be  dealt  with  within  a 
"comprehensive  school  health"  framework. 
Comprehensive  school  health  programs  gen- 
erally include  four  components: 

• instruction  that  stresses  acquiring  health- 
enhancing skills  so  students  can  be 
responsible  for  their  health  and  gain  con- 
fidence in  dealing  with  health  issues 

• support  services  for  students  that  rein- 
force health  promotion  aspects  and  pro- 
vide support  and  interventions  to  those  at 
risk  or  in  crisis 


• social  support  such  as  peer  programs, 
parenting  programs  and  student  self-help 
groups 

• a "healthy  school"  environment,  by  adapt- 
ing the  social  and  physical  surroundings 
to  preserve  and  enhance  the  health  and 
well-being  of  staff  and  students. 

Substance  abuse  professionals  must 
work  closely  with  government  representa- 
tives, educators  and  members  of  other 
health  agencies  to  ensure  that  the  four  com- 
ponents are  in  place  to  support  the  develop- 
ment of  healthy  schools. 

Post-secondary  Schools 

College  and  university  students  are  a special 
group  within  the  educational  system,  with 
their  own  patterns  and  problems  of  alcohol 
and  drug  use.  This  group  is  in  transition 
from  high  school  to  work.  It  is  generally 
when  students  reach  the  legal  age  to  drink. 

Addiction  Research  Foundation  surveys 
of  university  students  show  that  a large  pro- 
portion of  this  group  engage  in  high-risk 
drinking  - including  inappropriate  and 
excessive  alcohol  consumption  - and  experi- 
ence associated  problems.  In  1993,  approxi- 
mately 16  per  cent  of  students  reported  hav- 
ing 28  or  more  drinks  per  week,  with  most  of 
this  drinking  occurring  on  Thursdays, 
Fridays  and  Saturdays,  resulting  in  "high- 
risk,"  heavy  drinking  on  weekends. 

Several  factors  might  explain  the  some- 
times excessive  and  intensive  drinking  among 
college  and  university  students.  Alcohol  is 
legally  available  to  students  19  years  and 


older.  Some  colleges  and  most  universities 
have  campus  pubs  and  restaurants  where 
alcohol  is  sold.  Alcohol  often  becomes  an 
important  part  of  student  socializing  and 
sometimes  even  a focus  for  student  activities 
- sporting  events,  pub  crawls,  initiation  rites  - 


Schools  Make  a Difference  in  Young  People's  Lives 

Schools  can  be  a health-promoting  environment 

• promote  all  aspects  of  health  — physical,  mental,  social, 
spiritual 

• reinforce  the  students'  personal  strengths  and  self-esteem 

• provide  a place  for  positive  individual  expression  and  growth 

• reduce  unproductive  stress 

• foster  positive  peer  leadership  and  modelling 

• increase  understanding  and  acceptance  — discourage 
discrimination 

• identify  and  provide  help  to  those  experiencing 
difficulties  in  their  lives 

• reinforce  positive  family  and  societal  values 

• promote  development  of  personal  and  social  competence 
with  respect  to  health  behavior. 

Or  schools  can  be  a health-threatening  environment 

• hinder  physical,  mental,  social  or  spiritual  development 

• ignore  personal  growth  issues  in  an  effort  to  enhance 
academic  performance 

• emphasize  students'  weaknesses  and  diminish  self-esteem 

• foster  a sense  of  isolation  and  alienation 

• permit  or  foster  negative  peer  influences 

• permit  or  foster  negative  adult  role  models 

• permit  or  foster  discrimination 

• undermine  positive  family  and  societal  values. 

School  programs 

• Education  about  alcohol  and  other  drugs  is  mandatory 
for  students  in  grades  1-10. 

• Ministry  of  Education  Drug  Education  Policy  requires 
all  school  boards  to  develop  and  implement  a five- 
component  drug  strategy: 

1.  Prevention  of  drug  use  through  education 

2.  Procedures  for  dealing  with  drug-related  incidents 

3.  Intervention  and  counselling  for  students  experiencing 
problems 

4.  Partnerships  with  students,  parents  and  the  community 

5.  Implementation  plans  — including  staff  training, 
monitoring  and  evaluation  of  components. 

• Teacher  Training  in  Prevention  is  a training  program  for 
teachers  — available  from  the  Addiction  Research 
Foundation. 


which  encourage  binge  drinking.  Many  stu- 
dents experience  high  stress  levels,  particular- 
ly around  exam  times,  which  might  lead  to 
sporadic,  intense  alcohol  use. 

Colleges  and  universities  are  a communi- 
ty within  a community.  Their  policies  and  rules 
either  promote  or  impede  health,  and  support 
or  conflict  with  the  policies  and  rules  of  the 
surrounding  community.  Ideally,  both  commu- 
nities should  support  "no-risk"  or  "low-risk" 
behavior.  In  this  regard,  "town  and  gown" 
liaisons  are  likely  to  be  of  great  value.  For 
example,  server  intervention  training  works 
well  in  the  larger  community  and  should  be 
extended  to  include  pubs  on  campus. 

Students  should  also  be  involved  in 
designing  policies  and  programs  about  alco- 
hol and  other  drug  use.  Participation  fosters 
a sense  of  responsibility  in  post-secondary 
education  settings.  Successful  post-sec- 
ondary prevention  programs  combine  the 
following  elements: 

• efforts  to  design  drinking  environments 
with  fewer  cues  to  excessive  consumption 

• server  training  programs 

• student  education 

• clear,  consistent,  well-publicized  and 
enforced  policies 

• early  identification  and  treatment  for  stu- 
dents who  are  experiencing  problems. 

Workplace  Influences 

Workplaces  that  allow  employees  to  influence 
the  organization  and  design  of  their  jobs  an' 
associated  with  lower  levels  of  stivss  and  con- 
sequently lower  levels  of  substance  abuse. 
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Employees  who  are  at  risk  for  substance 
abuse  need  help.  Comprehensive  Health 
Promotion  and  Employee  Assistance  Pro- 
grams can  offer  employees  opportunities  to 
regain  control  of  their  health  and  their  lives. 
Similarly  employers  can  ban  smoking  in  the 
workplace  and  offer  smoking  cessation  pro- 
grams, which  promote  health  and  encourage 
employees  to  cut  down  or  quit  smoking. 

The  positive  effects  of  these  programs, 
however,  can  be  cancelled  out  by  inconsis- 
tent management  policies.  Policies  can  be 
confusing  if  they  permit  alcohol  consump- 
tion or  smoking  at  work  or  allow  work  to  be 
performed  under  the  influence  of  alcohol  or 
other  drugs.  Entertainment  policies  can  also 
encourage  employee  drinking  as  part  of  the 
job.  For  example,  "wining  and  dining" 
clients  can  imply  that  host-employees  will 
also  drink. 

Communities  can  help  by  encouraging- 
local  businesses  to  promote  a substance -free 
workplace  through  local  Employee  Assis- 
tance Program  associations  and  councils. 

Policies  that  allow  employees  to  effective- 
ly combine  home  and  work  roles  can  also  help 
to  reduce  alcohol  and  other  drug  problems. 

These  kinds  of  policies  should  include 
the  following  elements: 

• flexible  work  hours 

• job  sharing 

• subsidized  day  care  or  day-care 
co-ordination 

• lunchtime  parenting  seminars 

• stress  management  and  financial  manage- 
ment courses. 


Workplace-school  "bridge"  programs 
offered  by  employers  are  also  important,  as 
they  expose  students  to  real  working  condi- 
tions and  may  motivate  potential  dropouts 
to  stay  in  school.  This  would  reduce  their 
risk  of  developing  substance  abuse  prob- 
lems, since  school  dropouts  are  at  higher  risk 
than  young  people  who  are  still  in  school. 

Employee  participation  is  vital.  When 
employees  are  involved  in  identifying  poten- 
tial alcohol  and  other  drug  problems  and  in 
designing  solutions,  although  the  resulting 
policies  and  programs  may  look  like  any 
other  intervention  program  to  an  outsider, 
they  have  a much  better  chance  of  success. 


CHAPPs 

Comprehensive  Health  anl  Assistance 
Policies  an  $ Programs 

Employees  are  involved  in  identifying  health-related  needs 
and  responses  to  them.  The  program  includes: 

• joint  management/ employee  ownership 

• standard  questionnaires 

• evaluated  methods  for  eliciting  employee  input  and 
feedback 

• computerized  analysis  report-writing  system 

• "how  to"  guides 

The  "Workplace  Health  System,"  a program  developed  by 
the  ARE  and  Health  Canada,  is  an  excellent  working  exam- 
ple of  CHAPPs.  It  is  being  implemented  across  Canada. 
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Leisure  and  Recreational 
Influences 

Leisure  and  recreational  activities  play  an 
important  role  in  people's  lives.  After  work 
or  school,  people  are  involved  in  leisure  or 
recreational  activities,  which  may  be  associ- 
ated with  alcohol  and  other  drugs. 

Many  alcohol-related  problems  start  in 
leisure  settings,  such  as  drinking  in  bars  or 
at  home.  Serious  problems  result  from  com- 
bining alcohol  use  with  leisure  activities 
such  as  snowmobiling  and  boating. 
Sometimes  drug  use  is  directly  involved 
with  the  activity,  such  as  using  anabolic 
steroids  to  enhance  athletic  performance  or 
body  image.  Commercials  for  alcohol  often 


depict  leisure  activities  and  alcohol  and 
tobacco  companies  also  often  sponsor  sports 
events.  Legislative  and  public  policies  have 
been  enacted  recently  that  attempt  to  reduce 
the  risk  of  problems  associated  with  alcohol 
and  tobacco  use  by  controlling  or  prohibiting 
their  use  in  public  recreation  facilities. 

An  excellent  example  of  this  type  of 
approach  are  Municipal  Alcohol  Policies. 
Municipal  Alcohol  Policies  are  alcohol  control 
policies  that  are  generated  by,  and  for,  local 
communities.  Cities  and  towns  have  designed 
policies  to  manage  alcohol  in  their  municipally 
owned  recreation  facilities  and  parks.  These 
policies  relate  to  designating  drinking  sites 
(suitability  for  health  and  safety),  and  properly 


managing  events  in  designated  drinking  sites 
(selling,,  serving  and  using  alcohol  in  munici- 
pally controlled  properties  and  functions). 

In  contrast  to  the  potential  problems 
associated  with  the  use  of  alcohol  and  other 
drugs  with  some  leisure  pursuits,  leisure 
activities  are  generally  recognized  for  their 
benefits  for  physical,  mental,  social  and  spir- 
itual health.  Participation  in  sports  and  other 
recreational  activities  has  often  been  promot- 
ed as  a positive  alternative  to  drag  use. 
"Make  the  Active  Choice,"  a joint  program  of 
the  Parks  and  Recreation  Federation  of 
Ontario  and  the  Ontario  Ministry  of  Culture, 
Tourism  and  Recreation,  with  consultation 
from  the  Addiction  Research  Foundation,  is 
an  excellent  example  of  this  approach.  This 
program  presents  a strategy  for  preventing 
drug-related  problems  among  pre-adoles- 
cents, by  promoting  the  value  of  recreation  as 
an  alternative  to  drugs. 

Health  Care  Influences 

"To  shift  the  emphasis  to  health  promotion 
and  disease  prevention"  is  one  of  Ontario's 
five  health  goals.  Ontario's  health  care  sys- 
tem has  been  reoriented  to  achieve  this  goal. 
Many  changes  are  already  under  way  to 
focus  the  health  care  system  on  prevention 
and  health  promotion.  However,  these 
changes  focus  on  strategies  to  identify  prob- 
lems and  intervene  at  an  early  stage.  These 
early  identification  strategies  will  be  dis- 
cussed more  fully  in  the  following  chapter. 

Other  changes  in  Ontario's  health  care 
system  include  reorienting  medical  training 


to  focus  on  prevention  and  health  promo- 
tion, and  adding  prevention  and  health  pro- 
motion to  the  services  provided  by  commu- 
nity health  centres,  group  practices  and 
some  hospitals.  This  means  training  health 
care  professionals  in  prevention  and  health 
promotion  strategies. 

Health  care  workers  can  also  encourage 
basic  health  promotion.  They  can  stimulate 
the  choice  of  a healthier  lifestyle,  which 
includes  a "no-risk"  or  "low-risk"  use  of 
alcohol  and  other  drugs.  It  is  important  to 
communicate  - in  clinics  and  in  specially 
designed  workshops  - the  link  between  a 
healthy  lifestyle  and  reduced  risks  associat- 
ed with  alcohol  and  other  drag  use. 
Community  Health  Centres  are  ideal  set- 
tings for  these  services. 

HEALTHY  PUBLIC 
POLICY 

Developing  healthy  public  policy  is  a 
health-promoting  strategy  in  that  it  fosters  a 
social  climate  and  shapes  contemporary 
environments  that  support  healthy  living. 
Healthy  public  policy  affects  many  people, 
involves  different  sectors  of  society  creates  a 
framework  for  community  action  and  sup- 
port, and  provides  an  arena  for  community 
participation. 

Government  policies  dramatically 
influence  alcohol,  tobacco  and  other  drug 
use  and  play  an  important  role  in  reducing 
rates  of  substance  abuse  problems.  Ontario 
governments  have  a strong  tradition  of 
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developing  and  implementing  public  poli- 
cies to  reduce  rates  of  alcohol,  tobacco  and 
other  drug-related  problems. 

These  policies  generally  fall  into  three 
main  categories.  The  first  type  of  policy 
attempts  to  regulate  availability  by  adjusting 
tax  levels  on  alcohol  and  tobacco,  by  limiting 
the  number  and  kinds  of  outlets  and  the 
hours  when  alcohol  can  be  sold,  and  by  set- 
ting a minimum  age  for  purchasers. 

The  second  category  seeks  to  influence 
drinking  and  smoking  practices  that  promote 
public  safety  and  behavior.  This  category 
includes  regulating  serving  practices  at 
licensed  establishments,  restricting  the  occa- 
sions or  places  where  alcohol  or  tobacco  can 
be  purchased  or  consumed,  and  deterring 
inappropriate  use  of  alcohol  (e.g.,  drinking 
and  driving)  and  illegal  substances  through 
effective  law  enforcement. 

The  third  strategy  deals  with  controls 
on  promoting  alcohol  and  tobacco  products, 
which  might  include  warning  labels,  guide- 
lines for  advertisers,  restrictions  on  spon- 
sorships and  government  efforts  at  counter- 
advertising. 


Tax  Revenue 

• in  Ontario  in  1991-92,  $1,132,408,000  of  tax  revenue  was 
generated  from  the  control  and  sale  of  alcoholic  beverages 

• this  is  just  over  2%  of  total  provincial  revenue 

• in  1990-91,  the  Government  of  Canada  derived 
$2,382,000,000  of  revenue  from  the  sale  of  tobacco 

• this  is  nearly  2%  of  its  total  revenue. 


Regulating  Availability 
of  Alcohol  and  Tobacco 

Most  countries  regulate  alcohol  and  tobacco 
because  of  the  potential  negative  health  con- 
sequences to  both  users  and  non-users. 
Research  studies  strongly  indicate  that  when 
alcohol  and  tobacco  are  less  available,  less 
convenient  to  purchase  or  less  economically 
accessible,  overall  consumption  is  lower  and, 
therefore,  alcohol  and  tobacco-related  prob- 
lems are  reduced.  This  is  because  alcohol 
and  tobacco  problems  arise  not  only  among 
a small  group  of  chronic,  dependent  users, 
but  also  from  the  drinking  and  smoking 
habits  of  the  general  population.  The  more 
drinking  and  smoking  there  is  in  the  general 
population,  the  greater  the  extent  of  alcohol- 
and  tobacco-related  health  and  social  effects. 

Pricing  and  Taxation 

Alcohol  and  tobacco  prices,  as  affected  by 
excise  taxes,  are  especially  effective  in  influenc- 
ing and  controlling  alcohol  and  tobacco  use, 
and  hence  related  problems.  Past  experience 
indicates  that  a rise  in  price  leads  to  a drop  in 
consumption,  when  other  factors  have  re- 
mained the  same.  Conversely,  a decrease  in 
price  leads  to  a rise  in  consumption.  The  evi- 
dence also  indicates  that  heavy  and  dependent 
drinkers  and  smokers  are  at  least  as  responsive 
to  price  as  are  more  moderate  users. 


Monopolies 

A prominent  form  of  government  control  of 
alcohol  availability  has  been  through  gov- 
ernment retail  monopolies  such  as  the 
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Liquor  Control  Board  of  Ontario.  Through  a 
government  monopoly  of  sales,  limits  are 
imposed  on  the  cost,  products,  hours  and 
conditions  of  sale  of  alcoholic  beverages.  By 
definition,  any  monopoly  reduces  competi- 
tion in  the  marketplace.  In  a retail  monopoly 
operated  to  control  the  sale  of  alcohol,  con- 
sumer demand  cannot  result  in  increased 
availability  and  convenience. 

Minimum  Drinking  Age 
All  provinces  have  a minimum  drinking  age. 
Reductions  in  the  legal  drinking  age  have 
generally  led  to  increased  alcohol  consump- 
tion by  the  youth  affected  by  the  change. 

Reducing  the  legal  drinking  age  has  also 
resulted  in  an  increased  number  of  automo- 
bile accidents  involving  young  drivers.  For 
example,  in  1971,  Ontario  lowered  its  legal 
drinking  age  from  21  to  18,  following  policy 
trends  in  other  countries.  The  following  year, 
the  number  of  alcohol-related  car  crashes 
among  young  drivers  affected  by  this  age 
change  increased. 

In  Ontario,  the  legal  drinking  age  is  19. 
In  a 1993  survey,  public  opinion  in  Ontario 
was  evenly  split  between  those  who  would 
prefer  that  the  minimum  drinking  age  be 
increased  and  those  who  would  prefer  it  to 
remain  as  it  is. 

Public  Safety  and 
Drinking  within 
a Particular  Setting 

These  strategies  are  designed  to  alter 
drinkers'  behavior  in  a particular  setting. 


Responsible  Beverage  Service 
(Server  Training ) 

Server  training  programs  train  owners, 
managers  and  employees  of  restaurants, 
bars,  taverns  and  other  licensed  establish- 
ments to  understand  the  effects  of  alcohol, 
how  to  serve  it  responsibly  and  how  to  deal 
with  customers  who  have  had  too  much  to 
drink.  This  ensures  the  safety  of  patrons 
and  helps  avoid  civil  liability.  The  programs 
also  help  managers  to  develop  house  poli- 
cies to  govern  the  behavior  of  patrons, 
servers  and  management. 

Server  training,  combined  with  a change 
in  the  serving  and  sales  practices  of  licensed 
establishments,  has  proven  to  be  an  effective 
prevention  strategy.  Two  benefits  of  responsi- 
ble beverage  server  training  are  the  reduced 
risk  of  traffic  accidents  due  to  drinking  and 
driving,  and  a reduction  in  other  alcohol-relat- 
ed incidents  such  as  violence  and  rowdyism. 


Steps  for  Developing  a Municipal  Alcohol  Policy 


1A  Municipal  Council  forms  a committee  to  develop  an 
Alcohol  Management  Policy  proposal  for  council 
consideration.  This  committee  should  include  representation 
from  Municipal  Council  and  administration,  recreation 
committees,  facility-user  groups  (e.g.,  service  clubs  and 
sports  groups),  police  services  and  community  residents. 


A draft  policy  is  presented  to  Municipal  Council  for 
ratification:  this  should  identify  facilities  suitable  for 
alcohol-related  events;  suggest  operating  regulations  for 
those  managing  a "Special  Occasion  Permit";  require  that 
those  helping  with  the  event  be  trained  in  responsible 
serving  practices  through  a Server  Training  Program;  and 
require  that  signs  be  posted  in  the  drinking  environment  to 
support  moderate  and  safe  drinking  practices. 


3 Municipal  Council  approves  the  policy  and  instructs 
administration  to  promote  the  policy  in  the  community 
through  a one-year  public  education  campaign  to  gain 
voluntary  compliance  with  the  policy  regulations.  The  policy 
campaign  should  include  radio  and  TV  public  service 
announcements,  newspaper  features,  public  information 
meetings,  ongoing  server  training  sessions,  development  and 
distribution  of  pamphlets,  and  posting  of  required  signs. 


Restrictions  on  Drinking  Settings 
Policies  to  prohibit  or  control  drinking  in 
specific  locations  have  been  implemented  in 
various  countries.  In  Ontario,  permits  or 
licences  are  required  to  serve  alcohol  at  spe- 
cial occasions,  public  festivals  and  in  recre- 
ational settings  such  as  parks. 

In  Ontario,  stadiums  and  arenas  that 
house  professional  sports  teams  and  want  to 
sell  alcoholic  beverages  must  have  licences. 
These  licences  limit  the  alcohol  content  of 
beverages  sold,  the  size  and  type  of  serving 
container,  serving  hours  and  where  alcoholic 
beverages  can  be  sold  and  consumed. 

Many  Ontario  communities  have  intro- 
duced or  are  developing  comprehensive 
Municipal  Alcohol  Policies,  which  designate 
drinking  sites  on  municipally  owned  proper- 
ty and  set  guidelines  for  selling  and  serving 
alcohol.  (See  box  at  left.) 
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Administration  monitors  drinking  events  to  suggest 
policy  improvements. 


Effective  Commitment  of  Police  Resources 


• routine  use  of  personnel  for  detection  of  drunk  driving, 
as  in  R.I.D.E.  or  sober  driver  programs 

• patrolling  of  areas  at  high  risk  for  alcohol  and  other  drug 
offences 

• surveillance  of  drug  transaction  venues 

• use  of  community  liaison  officers  in  schools  and 
recreational  environments  to  develop  or  maintain 
public  awareness  of  police  concern 

• assist  or  support  local  pressure/ lobby  groups 


Lazo  Enforcement  and  General 
Deterrence 

Governments  attempt  to  shape  risky  alcohol 
and  other  drug  use  through  laws  backed  by 
criminal  penalties.  The  threat  of  these  penal- 
ties deters  people  from  breaking  the  law,  par- 
ticularly those  who  have  not  been  previously 
caught  - that  is,  general  deterrence.  For  exam- 
ple, the  deterrent  effect  of  the  law  has  been 
applied  effectively  to  preventing  drinking  and 
driving.  If  there  is  a high  likelihood  that  a 
drinking  driver  will  be  caught  and  the  penalty 
will  be  severe  and  quickly  applied,  the  drinker 
is  more  likely  to  avoid  driving  after  drinking. 
The  most  effective  approach  occurs  when  the 


police  engage  in  frequent,  widespread,  and 
publicly  visible  checks  on  roads,  randomly 
stopping  drivers  and  asking  them  for  a sam- 
ple of  their  breath.  An  example  of  a successful 
deterrence  program  is  R.I.D.E.  (see  box). 

Deterrence  strategies  have  also  been 
applied  to  the  control  of  illicit  drug  use. 
Public  awareness,  public  perception  on  risk 
of  detection  and  actual  enforcement  play 
important  roles  in  deterring  illicit  drug  use. 

The  availability  of  illicit  drugs  is  also 
influenced  by  laws  that  control  how  these 
drugs  are  made  and  how  they  are  distributed 


R.I.D.E. 

(Reduce  Impaired  Driving  Everywhere)  Program 

This  program  is  designed  to  increase  the  apparent  risk  of 
apprehension  by  increasing  the  visibility  of  enforcement. 

It  combines  a roadside  spot-check  program  for  drinking 
drivers  with  increased  publicity  about  drinking  and 
driving.  Moreover,  the  program  makes  enforcement 
conspicuous  by  using  teams  of  officers  in  fluorescent  vests, 
with  bright  signs  and  plenty  of  flashing  lights. 
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(e.g.,  importation).  However,  even  the  most 
stringent  laws  to  control  the  supply  of  illegal 
drugs  will  never  be  completely  effective.  Law 
enforcement  efforts  should  be  complemented 
by  other  prevention  and  health  promotion 
policies,  programs  and  services. 

Marketing,  Advertising 
and  Counter-advertising 

Marketing  alcohol  and  tobacco  products 
involves  a number  of  strategies,  including 
paid  advertising  on  television,  radio,  bill- 
boards and  in  publications.  Advertising  is  so 
prevalent  that  the  average  child  might  view 
up  to  100,000  beer  commercials  on  television 
by  the  time  that  he  or  she  finishes  high 
school.  The  effects  of  advertising  are  rein- 
forced by  the  numerous  drinking  and  smok- 
ing enactments  on  television  and  in  movies. 

It  is  not  clear  what  influence  advertising 
and  mass  media  programs  have  on  the  use 
of  alcohol  or  tobacco.  Although  the  alcohol 
beverage  industry  claims  that  broadcast 
advertising  merely  attempts  to  maintain 
brand  loyalty  and  convince  people  to 
change  brands,  recent  studies  of  youths  sug- 
gest that  the  cumulative  effect  of  regular 
exposure  to  advertising  might  influence 
their  alcohol  and  tobacco  use. 

For  example,  "lifestyle  advertising"  pro- 
motes drinking  as  part  of  living  the  "good 
life."  Constant  exposure  to  alcohol  and  tobac- 
co advertising  results  in  consumers  being 
likely  to  form  positive  images  of  drinkers  and 
smokers  and  to  develop  favorable  attitudes 
towards  drinking  and  smoking. 


Alcohol  companies  also  use  other  strate- 
gies to  promote  their  products: 

• contributions  towards  the  building  of 
sports  facilities 

• sponsorship  of  sports  events 

• sponsorship  of  cultural  events. 

In  1992,  tobacco  companies  spent  an 
estimated  $80  million  in  Canada  on  promo- 
tions. These  events  often  involve  distributing 
their  products. 

Since  we  now  know  more  about  the 
adverse  health  and  social  effects  of  alcohol 
and  tobacco  and  the  role  that  advertising  and 
sponsorship  have  in  promoting  their  use, 
policies  have  been  developed  that  either  pro- 
hibit or  regulate  various  kinds  of  advertising 
and  sponsorship. 

Because  of  the  well-documented  health 
risks  associated  with  smoking  and,  in  part, 
due  to  the  lobbying  efforts  of  various  anti- 
smoking groups,  advertising  tobacco  prod- 
ucts was  prohibited  in  Canada  in  1989.  The 
Federal  Tobacco  Products  Control  Act  allows 
tobacco  manufacturers  to  sponsor  cultural 
and  sports  events  with  names,  logos,  colors 
and  styling  by  linking  product  names  with 
particular  shapes,  colors  and  different  pack- 
aging styles.  Sponsorship  is  currently  the  pri- 
mary means  of  promoting  tobacco  products. 

Federal  legislation  also  prohibits  broad- 
cast advertising  of  any  beverage  that  con- 
tains more  than  seven  per  cent  alcohol  by 
volume.  Consequently,  "spirits"  cannot  be 
advertised  on  radio  or  television.  In  addi- 
tion, the  Canadian  Radio-television  and 
Telecommunications  Commission  has  a 


Code  for  Broadcast  Advertisers  of  Alcoholic 
Beverages  that  limits  the  style  and  content  of 
advertisements  that  are  broadcast  on  radio 
or  television. 

Provincially,  the  Liquor  Licence  Board  of 
Ontario's  (LLBO)  Advertising  Guidelines 
restrict  the  kinds  of  images  and  information 
that  can  be  used  in  advertising  and  prohibits 
advertising  directed  at  non-drinkers  or  peo- 
ple under  the  legal  drinking  age.  These 
guidelines  also  limit  the  kinds  of  advertising- 
used  to  promote  events  and  sponsorships  for 
all  licensees,  permit  holders  and  manufac- 
turers. These  guidelines  must  be  met  before 
the  LLBO  will  issue  a liquor  licence  or  spe- 
cial occasion  permit. 

Many  governments  have  supported 
"counter-advertising"  and  "social  marketing" 
campaigns  intended  to  counter  the  powerful 
influence  of  advertising  messages.  Counter- 
advertising uses  the  mass  media  to  raise  pub- 
lic awareness  about  the  negative  effects  of 
using  these  substances.  For  example,  "spot" 
advertisements  on  radio  and  television  might 
highlight  the  risks  of  drinking  and  driving  or 
the  addictive  power  of  cigarettes.  Health 
warning  labels  on  cigarette  packages 
approved  by  the  Canadian  Parliament  in  1993 
attempt  to  counter  the  influence  of  brand 
affiliation  and  tobacco  company  promotions. 
The  federal  government  is  also  considering  a 
move  toward  "plain  packaging." 

Social  marketing  is  a series  of  communi- 
cation strategies  designed  to  bring  about 
social  change  through  identifying  issues,  rais- 
ing public  awareness  about  those  issues,  edu- 


cating the  public  about  health  risks  and 
encouraging  the  public  to  advocate  for  policy 
changes.  Drug  Awareness  Week  in  Ontario  is 
an  example  of  a social  marketing  program. 
During  this  annual  event,  creative  media  and 
other  community  events  are  used  to  raise 
awareness  about  alcohol  and  other  drug 
issues.  Workshops,  open  houses  and  healthy 
lifestyle  events  provide  specific  information 
about  the  health  risks  associated  with  alco- 
hol, tobacco  and  other  drug  use. 

Studies  show  that  alcohol  and  tobacco 
policy  measures  - limiting  availability,  con- 
trolling drinking  and  smoking  practices  in 
risky  settings,  and  regulating  advertising 
and  promotion  - reduce  the  rates  of  alco- 
hol- and  tobacco-related  problems.  As  such, 
alcohol  and  tobacco  policies  contribute  to 
public  health.  This  public  health  focus 
needs  to  be  considered,  along  with  other 
interests,  in  developing  policies  of  all  kinds. 
Supportive  public  opinion  and  widespread 
public  participation  in  the  development  of 
public  policy  greatly  enhances  the  effective- 
ness of  such  measures. 

The  Role  of  Public 
Opinion  in  Policy 
Development 

Tobacco  and  alcohol  are  legal  substances  in 
Ontario.  In  general,  their  use  is  accepted  as 
part  of  our  social  and  cultural  lifestyle,  even 
though  the  personal  and  public  health  con- 
sequences associated  with  their  use  and  mis- 
use have  been  well  documented.  Because  of 
the  competing  interests  among  those  who 


produce,  sell  and  use  these  substances  and 
those  who  would  like  to  further  regulate  or 
prohibit  their  use,  the  public  debate  over 
policies  regarding  the  use  of  alcohol  and 
tobacco  has  often  been  arduous  and  the 
results  sometimes  contradictory. 

Participants  in  this  policy  debate  include 
alcohol  producers,  advertisers  and  hospitality 
industries,  which  all  have  a large  stake  in  a 
thriving  market.  Owners  of  small  or  large 
businesses  who  may  benefit  from  a revised 
alcohol  policy  also  frequently  take  a stand.  On 
the  other  hand,  persons,  agencies  or  offices 
concerned  with  the  damage  and  disruption 
arising  from  alcohol  consumption  are  also 
likely  to  voice  their  views  on  how  policy 
should  be  shaped.  Politicians,  government 
officials,  liquor  board  officials  and  policy  ana- 
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• Half  those  polled  think  taxes  should  not  be  changed 
while  only  18%  think  they  should  be  increased. 

• 76%  think  beer  and  liquor  store  hours  should  remain  the 
same.  Only  13%  favor  increased  hours. 

• 71%  oppose  selling  alcoholic  beverages  in  corner  stores. 

• 76%  of  Ontario  adults  think  that  alcoholic  beverages 
should  have  warning  labels  about  possible  health  hazards. 

• 49%  think  the  government  should  increase  advertising 
against  alcohol. 

• 45%  think  the  government  should  ban  alcohol  advertising 
on  television. 

• 80%  want  increased  efforts  to  prevent  drunken  customers 
being  served. 


lysts  all  have  important  roles  in  shaping  both 
the  directions  and  details  of  alcohol  policy. 

Public  opinion  also  shapes  alcohol  and 
tobacco  policy.  In  Ontario,  for  example,  some 
groups  have  lobbied  to  sell  alcoholic  bever- 
ages in  convenience  stores  and  to  increase  the 
hours  of  operation.  However,  these  efforts 
clearly  do  not  reflect  the  public's  views. 

Recent  public  opinion  polls  demonstrate 
that  the  public  is  satisfied  with  the  status  quo 
despite  relatively  restrictive  alcohol  policies 
and  do  not  want  increased  availability,  either 
in  terms  of  numbers  of  outlets  or  increased 
hours  of  sales.  In  fact,  almost  half  of 
Ontarians  want  the  legal  drinking  age  raised, 
over  half  want  government  advertising 
against  drinking  increased,  and  over  three- 
quarters  favored  warning  labels  about  health 
hazards  on  alcoholic  beverages. 

A key  component  of  health  promotion 
strategy  is  developing  "advocacy"  groups 
who  counter  the  lobbying  efforts  of  produc- 
ers and  retailers  to  ensure  that  "public 
health"  issues  are  considered  when  changes 
in  alcohol  and  tobacco  policy  or  legislation 
are  contemplated  by  the  government.  A 
good  example  of  an  advocacy  group  is  the 
Non-Smokers'  Rights  Association  that,  with 
other  such  groups,  has  successfully  lobbied 
governments  in  defence  of  public  health 
issues  in  terms  of  tobacco  and  smoking. 


SOCIAL 

AND  ECONOMIC 
INFLUENCES 

Role  Models  and 
Leadership 

Local  leaders  can  implicitly  encourage  or  dis- 
courage the  use  of  alcohol,  tobacco  and  other- 
drugs  in  their  community  through  then- 
actions.  Elected  officials  can  introduce  local 
bylaws  regulating  alcohol  and  tobacco  use. 
Newspaper  editors,  journalists,  local  advertis- 
ers, business  owners,  radio  and  television  sta- 
tion owners  and  producers  can  sponsor  health 
promotion  campaigns  or  support  Designated 
Driver,  Server  Training  and  R.I.D.E.  programs. 
Their  attitudes  and  practices  can  serve  as  an 
example  to  others.  Members  of  the  athletic 
and  cultural  communities  can  also  act  as  roles 
models,  particularly  for  youth. 

We  need  local,  public  figures  who  are 
committed  to  developing  alcohol-safe  and 
drug-free  environments,  and  who  lead  by 
example. 

Employment 

The  loss  of  a job  can  be  devastating.  The 
pressure  to  find  ways  to  make  ends  meet 
increases  stress.  At  the  same  time,  self- 
esteem can  plummet  and  social  support 
declines.  Consequently,  it  is  not  surprising 
that  the  local  rate  of  unemployment  influ- 
ences the  rate  of  alcohol  and  other  drag  use. 

Although  individual  health  promoters 
cannot  lessen  this  impact,  they  can  encourage 
employers  to  involve  employees  in  develop- 


ing programs  to  reduce  plant  closings  or 
downsizings.  They  can  also  develop  strate- 
gies to  limit  the  effects  of  unemployment  on 
employees  and  their  families.  Support  ser- 
vices are  key  in  reducing  the  impact  of 
unemployment.  These  services  can  help  peo- 
ple through  jobless  periods  with  minimal 
damage  to  their  mental  and  physical  health. 


_ 


Communities  can  discourage  tfie  excessive  use 
et  alcohol  and  other  drugs  hy: 


Changing  the  physical  environment 

• placing  limits  on  the  number  of  outlets 

• placing  conditions  on  acquiring  permits  to  serve  alcohol  at 
special  events  (festivals,  parties,  weddings,  etc.) 

• securing  vacant  buildings  that  might  provide  a refuge  for 
youth  to  hide  and  experiment  with  alcohol  and  other  drugs 

• arranging  lighting  effects,  music  selection,  bar  and  bottle 
arrays,  seating  patterns,  decoration  arid  general  layout  in  a 
bar  or  tavern  to  discourage  excessive  drinking 

• providing  adequate  lighting  around  buildings  to  discourage 
illicit  drag-related  activities  such  as  trafficking 

Promoting  a healthy  lifestyle 

• providing  alternative  activities  (such  as  athletics,  dance, 
music,  skills  training,  games,  clubs,  art,  etc.) 

Providing  resources  to  improve 

• local  education 

• day-care  facilities 

• health  care  services 

• public  housing  environments 

• recreational  services  and  facilities 

• policing  approaches 

• local  economic  conditions 


Physical  Environment 

Look  at  your  local  community  as  a health- 
promoting  environment.  The  community  has 
features  that  make  it  easier  or  more  difficult 
to  use  alcohol  and  other  drugs.  Public  places 
such  as  parks,  recreational  facilities,  bars,  tav- 
erns, restaurants,  shopping  malls,  and  bus 
and  subway  stations  can  be  designed  in  a 
way  that  influences  the  likelihood  that  alco- 
hol and  drugs  will  be  used  in  them. 

The  availability  of  affordable,  decent 
housing  is  vital  to  the  health  of  community 
residents.  Housing  is  one  of  the  most  funda- 
mental resources  for  living.  With  it,  people 
can  go  into  the  world  each  day  knowing  that 
they  have  a safe  place  to  return  to.  Without  it, 
people  feel  rootless,  disaffected,  alienated. 

Overcrowded,  dirty,  badly  managed  or 
rundown  housing  can  cause  several  prob- 
lems. People  who  live  in  these  conditions 
tend  to  have  a higher  number  of  physical 
and  mental  health  problems  - including 
alcohol  and  other  drug  abuse.  The  homeless 
are  the  most  extreme  example  of  people 
affected  by  housing  problems,  but  they  are 
not  the  only  ones.  A high  proportion  of  our 
population  at  all  age  levels  are  affected  by 
poor  housing. 

Juvenile  delinquency  and  crime  are 
more  prevalent  in  poor  areas.  For  children 
and  adolescents,  these  areas  are  often  traps. 
They  have  a negative  influence  on  these  chil- 
dren, who  then  have  a much  higher  chance 
of  developing  alcohol  and  other  drug  prob- 
lems, delinquency,  mental  distress  and 
physical  health  problems.  Communities 


need  to  be  empowered  and  supported  to 
change  these  environments. 

HOW  CAN  WE  MAKE 
HEALTH  PROMOTION 
WORK? 

Health  promotion  helps  communities  and 
community  members  to  help  themselves  by 
encouraging  and  supporting  their  efforts  in 
the  following  ways: 

• advocate  for  and  participate  in  develop- 
ing healthy  public  policy 

• create  and  maintain  healthy  and  safe  envi- 
ronments in  families,  schools,  workplaces, 
the  health  and  social  service  and  leisure 
and  recreational  systems 

• increase  public  knowledge  and  develop 
personal  and  social  skills  to  maintain, 
enhance  or  recover  health. 

Health  promotion  initiatives  are  more 
likely  to  be  effective  when  they  involve  com- 
munities, groups  and  individuals  in  a strate- 
gy that  includes  policy,  program  and  service 
components.  Such  initiatives  should  empha- 
size local  participation  in  identifying  needs 
and  designing,  implementing  and  evaluat- 
ing policies,  programs  and  services  to 
address  these  needs.  Within  this  framework, 
we  still  have  much  to  learn  about  the  effec- 
tiveness of  health  promotion  initiatives  in 
general  and  their  effects  on  alcohol  and  other 
drug  use. 


In  the  previous  chapter 


we  looked  at  efforts 
aimed  at  people  who 
do  not  have  substance 
abuse  problems. 

These  efforts  relate  to 
the  left  side  of  the  risk 
continuum,  and  fall 
under  the  category 
of  "health  promotion." 
As  we  continue  along 
the  risk  continuum 
to  the  right,  we  reach 
the  categories  of 
"moderate  to  high  risk." 
The  intervention 
strategies  labelled 
" health  recovery" 
address  this  group. 


How  Do  We  Help  with 
Health  Recovery? 

In  this  chapter,  we  look  at  those  who  need  help  in 
eliminating  alcohol  or  other  drug  use  problems.  We 
examine  the  actions  that  we  can  take,  and  are  taking, 
to  help  the  "low-  to  moderate-risk"  group.  This  group 
experiences  mild  but  identifiable  substance  abuse 
problems.  We  examine  the  advantages  of  early  inter- 
vention, Proceeding  along  the  risk  continuum,  we  also 
examine  what  can  be  done  for  the  "high-risk"  group, 
which  has  already  developed  serious  problems.  We 
also  assess  the  effectiveness  of  these  programs. 

Early  Intervention 

Early  intervention  is  a relatively  new  approach  to  help- 
ing people  with  substance  abuse  problems.  The 
approach  consists  of  a twofold  strategy:  detecting  alco- 
hol and  other  drug  problems  before  they  become  quite 
serious,  followed  by  brief  interventions  aimed  directly 
at  reducing  or  eliminating  alcohol  or  other  drug  use. 
This  approach  has  gained  rapid  support,  because  early 
intervention  lias  the  following  advantages: 

* a greater  chance  of  success 
• more  appeal  for  some  people 
• lower  costs 

• the  prospect  of  preventing  more  serious 
problems  later. 

For  example,  approximately  one-fifth  to  one-quarter 
of  the  population  are  "problem  drinkers."  Only  about 
five  per  cent  of  the  population  would  be  considered  alco- 
hol-dependent or  "alcoholics."  Early  intervention  often 
works  well  for  the  rest  of  the  problem  drinkers,  and  it 
appeals  to  them.  Early  identification  programs  are  a 
major  part  of  the  Ontario  Substance  Abuse  Strategy,  but 
there  are  few  programs  in  Ontario.  This  situation  is 
expected  to  change  in  the  next  few  years  as  more  pro- 
grams are  developed  and  implemented.  Recently,  an 
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early  identification  model  called  "Guided 
Self-Change"  was  field-tested  at  Addiction 
Assessment  Services  of  Ottawa-Carleton.  The 
model  tested  is  being  made  available  to  all 
Assessment  and  Referral  Centres  in  Ontario. 

A self-help  book  developed  by  the  ARF, 
Saying  When  - How  to  Quit  Drinking  or  Cut 
Down,  is  being  used  within  a low-cost  tele- 
phone intervention  for  people  with  alcohol 
problems  in  underserviced  areas.  A shorter 
version  of  the  self-help  book,  Low-Risk 
Drinking  - Patient  Workbook  for  Quitting  or 
Cutting  Down,  was  prepared  for  the  College 
of  Family  Physicians  of  Canada.  It  is  part  of 
a training  package  for  family  physicians  that 
is  being  distributed  nationally. 


ARF  Early  Intervention  Program 

The  Addiction  Research  Foundation  has  pioneered  the 
development  and  testing  of  early  intervention  programs. 
These  programs  target  those  who  are  experiencing  mild 
but  identifiable  problems  because  of  excessive  alcohol 
consumption. 

The  programs  usually  have  in  common: 

• relatively  brief  treatment  or  educational  interventions 
involving  just  a few  sessions 

• people  take  responsibility  for  guiding  their  own  recovery, 
including  doing  homework  outside  of  sessions  or  work- 
ing completely  on  their  own 

• they  are  specially  tailored  to  persons  with  low-severity 
problems. 

Several  versions  of  early  intervention  programs  have 
produced  highly  encouraging  results,  both  in  Ontario  and 
other  jurisdictions. 


The  main  feature  of  this  approach  is 
early  identification  of  a problem.  For  exam- 
ple, early  identification  is  particularly  impor- 
tant for  women  because  women  sustain 
physical  damage  at  much  lower  levels  of 
alcohol  consumption  than  do  men. 

The  Strategy  suggests  specific  approach- 
es that  can  be  used  in  communities  across 
Ontario: 

• Public  Education  - community  awareness 
programs  to  help  people  recognize  the 
signs  of  alcohol  and  other  drug  problems; 

• Identification  in  Health  and  Social  Services 
- training  health  care  and  other  profes- 
sionals (e.g.,  physicians,  public  health 
nurses,  social  workers,  youth  counsellors 
and  others)  to  screen  their  patients  for 
alcohol  and  other  drug  problems; 

• Identification  in  the  School  System  - train- 
ing school  teachers  and  guidance  counsel- 
lors in  the  early  identification  of  alcohol 
and  other  drug  problems  in  students. 

Ideally,  a brief  intervention  to  eliminate 
the  problem  is  offered  when  identification 
occurs.  This  is  only  possible  when  training  in 
the  delivery  of  these  interventions  has  been 
provided.  Otherwise,  the  identification  may 
be  followed  by  referral  for  assessment  and 
treatment  at  another  location. 

Treatment/Rehabilitation 

It  is  difficult  to  create  a simple  picture  of 
Ontario's  alcohol  and  other  drug  treatment 
system.  Many  programs  are  offered  in  dif- 
ferent settings,  each  designed  to  address  the 
needs  of  different  kinds  of  people  with 
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varying  problems.  Taken  together,  these 
programs  are  sometimes  called  a "continu- 
um of  care." 

Treatment  agencies  frequently  offer  a 
range  of  services  along  the  continuum  of 
care.  For  example,  a short-term  residential 
program  may  have  a limited  capacity  for 
detoxification.  It  may  also  provide  assess- 
ment, some  outpatient  care  and  aftercare.  In 
these  programs,  a wide  variety  of  assess- 
ment and  treatment  methods  may  be  used 
such  as  a structured  clinical  interview  or 
medical  and  psychological  tests.  There  may 
also  be  a variety  of  treatment  approaches 
available,  such  as  psychotherapy,  drug  ther- 
apy, social  skills  training,  stress  management 
and  alcohol  and  drug  education. 

Treatment  settings  also  vary.  They  range 
in  size  from  small  rural  settings,  such  as  the 
Community  Counselling  Service  in  Dryden, 
to  large  treatment  centres  such  as  Westover 
in  Thamesville.  Many  programs  are  linked 
to  hospitals.  Most  programs,  however,  are 


"community  based,"  and  have  increased  in 
numbers  most  rapidly. 

Continuity  for  people  across  the  overall 
treatment  continuum  is  provided  by  case 
management.  This  involves  following  an 
individual  through  assessment,  treatment, 
and  beyond,  until  the  substance  abuse 
problems  have  been  resolved.  The  treat- 
ment continuum  aims  to  be  flexible,  while 
encouraging  and  enabling  people  to  use 
only  those  services  that  are  most  appropri- 
ate to  their  needs. 

Families  of  people  with  substance  abuse 
problems  often  need  help.  Many  programs 
offer  counselling  and  other  forms  of  sup- 
port, Such  support  may  be  offered  within 
specialized  family  programs,  whether  or  not 
the  substance  abuser  is  in  treatment.  Family 
members  may  also  be  involved  as  an  impor- 
tant part  of  the  overall  treatment  process,  as 
in  marital  or  family  counselling. 

The  number  of  cases  with  alcohol  and 
other  drug  problems  in  the  treatment  sys- 


tern  has  increased  steadily  through  the  1980s 
and  early  1990s. 

Tobacco 

In  general,  treatment  for  tobacco  addiction 
has  occurred  separately  from  treatment  for 
alcohol  and  other  drugs.  Smoking  cessation 
programs  are  offered  by  non-profit  organi- 
zations, such  as  the  Lung  Association  and 
the  Canadian  Cancer  Society,  and  by  com- 
mercial organizations. 

Therapies  include  counselling  and 
information  sessions,  hypnotism,  acupunc- 
ture and  laser  therapy.  A variety  of  self-help 
methods  are  also  available. 


Estimated  Caseload  of  Facilities  in  Ontario's 
Alcohol/Drug  Treatment  Systems  by  Year 


Success  rates  have  been  modest  for  the 
treatments  that  have  been  scientifically  eval- 
uated. The  combination  of  nicotine  gum  or 
patch,  prescribed  by  a doctor,  with  other 
behavioral  treatment  has  shown  the  most 
promise. 

Increasingly,  alcohol  and  other  drug 
treatment  programs  are  including  smoking 
cessation  as  part  of  their  programs.  Most 
heavy  alcohol  and  other  drug  users  also 
smoke  heavily,  and  many  want  to  give  up 
tobacco  along  with  their  other  drugs. 

It  is  important  to  foster  smoke-free  envi- 
ronments. Bans  on  smoking  in  workplaces, 
schools  and  public  areas  benefit  smokers  as 
well  as  non-smokers.  The  bans  establish 
non-smoking  as  the  expected  behavior  and 
some  smokers  consequently  reduce  their 
consumption. 
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From  1979-80  to  1991-92, 
the  number  of  cases*  treated  in  the  alcohol/drug 
treatment  system  increased  by  about  150%. 

‘Due  to  the  manner  in  which  the  information  is  gathered, 
an  individual  may  be  counted  more  than  once  if  they  were  involved 
with  more  than  one  program  during  the  year  of  the  survey. 


Objectives  of  Treatment 
The  principal  objective  of  treatment  facilities  is 
to  help  people  recover  from  substance  abuse 
problems.  Another  goal  is  to  bring  about 
changes  that  will  lead  to  a healthier  lifestyle. 

Most  treatment  facilities  aim  for  com- 
plete abstinence  from  alcohol  and  other  drug 
use.  For  some  people,  however,  it  is  more 
realistic  to  aim  to  reduce  use  to  a non-haz- 
ardous  level  of  consumption.  Reduced  use 
may  be  more  appropriate  than  complete 
abstinence  in  some  cases.  For  example,  with 
prescription  medication,  continued  thera- 
peutic use  of  the  drug  is  often  required.  In 
this  case,  only  the  level  of  use  may  need  to  be 
changed.  For  some  people  with  less  serious 


alcohol  problems,  reduced  drinking  may  be 
a more  appropriate  and  achievable  goal  than 
complete  abstinence. 

A long-term  recovery  is  obviously  the 
ideal  target  of  treatment.  The  practical  reali- 
ty, however,  is  that  alcohol  and  other  drug- 
related  problems  are  chronic  relapsing  con- 
ditions. Consequently,  treatment  must  also 
pursue  less  ambitious  goals  related  to  risk 
and  harm  reduction.  For  example,  reducing 
levels  of  consumption  or  lengthening  peri- 
ods of  abstinence  may  have  beneficial  results 
for  the  individual,  the  family  and  society. 
Reduced  use  of  social  services,  lower  health 
care  costs,  less  drug-related  crime  and 
domestic  violence,  and  higher  employment 
rates  could  all  result  from  reduced  use.  For 
intravenous  drug  users,  there  is  a strong  con- 
nection between  needle-sharing  and  the 
spread  of  HIV  infection.  For  many  treatment 
planners  and  providers,  eliminating  needle 
use  and  sharing  are  as  important  as  reducing 
drug  dependence  per  se. 

Finally,  individuals  and  their  families  are 
entitled  to  support,  assistance  and  palliative 
care  even  when  treatment  does  not  lead  to 
significant  improvement.  Such  services  may 
be  more  oriented  to  "care"  than  to  "cure." 
This  approach  is  similar  to  the  way  that  we 
deal  with  people  suffering  from  other  chronic 
health  problems,  such  as  diabetes,  schizo- 
phrenia and  AIDS-related  illnesses. 

Effectiveness  of  Treatment 

The  most  serious  question  about  treatment 

that  must  be  answered  is:  Does  it  work?  This 


Types  of  Programs  in  Ontario 

Detoxification  (Detox)  Programs  - These  are  programs  that 
provide  a safe,  supervised  setting  in  which  people  can  with- 
draw from  alcohol  and  other  drugs.  An  example  of  such  a 
program  is  the  Lewkin  Detoxification  Centre  of  St.  Joseph's 
General  Hospital  in  Thunder  Bay. 

Assessment/Referral  Programs  - These  facilities  are  devoted  to 
assessing  individuals  with  alcohol  and  other  drug  problems. 
Subsequently,  on  the  basis  of  this  assessment,  they  refer  them 
for  appropriate  treatment.  Some  Assessment /Referral 
programs  also  offer  outpatient  treatment  in-house.  An  exam- 
ple of  such  an  assessment /referral  program  is  the  Niagara 
Alcohol  and  Drug  Assessment  Service  in  St.  Catharines. 

Non-residentiai  Programs  - These  are  programs  that  provide 
treatment,  rehabilitation,  and/or  aftercare  to  people  while 
they  continue  to  live  at  home  or  elsewhere.  Some  programs 
offer  outpatient  services  (e.g.,  the  treatment  sessions  are 
scheduled  regularly  over  a period  of  several  weeks).  Other 
programs  provide  more  intensive,  structured  day /evening 
care  (e.g.,  treatment  that  is  provided  for  a few  hours  each  day, 
typically  for  two  to  four  weeks).  Examples  of  these  programs 
are  Northumberland  Addiction  Services  in  Cobourg  and  the 
Addictions  Day  Treatment  Program  in  Owen  Sound. 

Short-term  Residential  Programs  - In  these  programs,  people 
with  alcohol  and  other  drug  problems  receive  intensive, 
structured  treatment  and/ or  rehabilitation  that  usually  lasts 
less  than  40  days.  During  that  time  they  reside  in  the  facili- 
ty. An  example  of  such  a program  is  the  St.  Joseph's 
Treatment  Centre  in  North  Bay. 

Long-term  Residential  Programs  - These  are  recovery  homes, 
halfway  houses,  and  other  treatment  facilities  in  which  people 
reside  while  being  treated  for  and  rehabilitated  from  alcohol 
and  other  drug  problems.  The  usual  length  of  stay  in  these 
facilities  is  longer  than  40  days.  An  example  of  such  a pro- 
gram is  Brock  Cottage  in  Brockville. 
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question  is  as  important  for  communities 
wanting  to  set  up  new  programs,  as  it  is  for 
those  wanting  to  evaluate  their  existing 
ones.  In  either  case,  evaluating  a program's 
effectiveness  is  not  a simple  task.  There  are 
major  differences  in  the  characteristics  of 
clients  seeking  treatment  and  there  are  dif- 
ferent types  of  treatment  available.  Further- 
more, how  do  we  define  the  meaning  of 
"effectiveness"?  Treatment  success  can 
range  from  reductions  in  the  levels  and  con- 
sequences of  substance  use  to  lifelong  absti- 
nence. However,  even  slight  improvements 
can  result  in  significant  benefits  to  society 
and  the  individual. 
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Research  indicates  that,  on  average,  55  to 
65  per  cent  of  people  receiving  treatment  for 
substance  abuse  problems  have  improved  at 
follow-up.  About  one-half  of  these  will  have 
either  stopped  using  alcohol  or  other  drugs 
or  reduced  their  consumption  to  infrequent 
or  modest  levels.  These  findings  tend  to  be 
the  same  for  both  alcohol  and  other  drug 
treatment  programs,  including  those  for  mul- 
tiple-drug users. 

Although  the  success  rates  of  these  pro- 
grams may  not  seem  high,  it  is  important  to 
note  that  they  are  consistent  with  the  rates 
for  the  treatment  of  many  other  similarly 
complex  and  chronic  health  and  behavioral 
problems. 

No  specific  type  of  treatment  or  treat- 
ment approach  has  consistently  produced 
better  results  than  others.  However,  signifi- 
cantly higher  success  rates  have  been  report- 
ed for  particular  treatment  programs.  Yet 
interpreting  this  information  is  a complex 
task.  A high  success  rate  may  reflect  the 
types  of  individuals  treated  or  the  quality  of 
the  treatment  program  itself.  For  instance, 
employed  clients  with  stable,  supportive  liv- 
ing arrangements  and  less  serious  drug  and 
other  problems  generally  have  higher  suc- 
cess rates.  The  characteristics  and  skills  of 
the  programs'  therapists  also  affect  outcome. 

Researchers  have  recently  begun  to  exam- 
ine the  economic  benefits  of  treatment.  Cost- 
effectiveness  studies  show  that  most  individu- 
als can  be  treated  in  outpatient  or  day  treat- 
ment programs  that  are  usually  as  effective  as 
residential  treatment,  but  are  less  expensive. 


Cost-offset  studies  are  a form  of  cost- 
benefit  analysis.  Typically  they  compare 
clients'  total  health  care  costs  before  and  after 
their  treatment.  Studies  of  this  type  have  been 
quite  consistent.  They  report  significant 
reduction  in  health  care  costs  over  a three-  to 
five-year  period  following  treatment  in  either 
outpatient  or  residential  programs.  Especially 
for  people  under  age  45,  the  cost  of  treatment 
is  often  recovered  within  a two-year  period 
from  reduced  health  care  costs  alone. 

Treatment  Outside  the 
Specialized  Alcohol/Drug  System 
The  treatment  system  designed  specifically 
for  alcohol  and  other  drugs  serves  many 
people,  yet  it  is  often  conducted  in  agencies, 
and  by  practitioners,  whose  primary  focus  is 
not  alcohol  or  other  drugs.  The  following 
practitioners  and  agencies  offer  alcohol  and 
drug  treatment  services: 

• general  and  psychiatric  hospitals  with  no 
specialized  addiction  program 

• mental  health  clinics 

• family /youth  counselling  agencies 

• physicians,  psychiatrists,  other  health 
practitioners 

• missions  and  hostels 

• native  programs 

• probation  and  other  correctional  services 

• Employee  Assistance  Programs. 

Another  major  source  of  support  are 
mutual  aid  groups  such  as  Alcoholics 
Anonymous  or  Cocaine  Anonymous  that 
allow  people  to  confront  and  overcome  sub- 
stance abuse  problems. 


Where  Do  We  Go 
from  Here? 

Considerable  progress  has  been  made  in 
developing  alcohol  and  other  drug  treat- 
ment services  in  Ontario.  Much  remains  to 
be  done,  however.  Work  continues  on  iden- 
tifying gaps  in  service  and  improving  the 
availability  and  accessibility  of  treatment  for 
everyone.  Society's  investment  in  treating 
alcohol  and  other  drug  problems  is  sound 
from  both  a humanistic  and  economic  point 
of  view.  Continued  progress  in  developing 
treatment  services  in  Ontario  should  be 
grounded  on  that  belief. 

Research,  program  evaluation  and  stan- 
dards to  maintain  the  quality  of  programs 


Examples  of  Mutual  Aid  Groups 

Alcoholics  Anonymous  is  probably  the  group  that  first 
springs  to  mind  when  people  think  of  mutual  aid  organiza- 
tions. In  fact,  AA  can  be  considered  the  original  mutual  aid 
group.  Founded  in  the  United  States  in  1935  by  two  alco- 
holics who  believed  they  could  help  themselves  by  helping 
others,  AA  now  has  approximately  two  million  members 
around  the  world.  Their  goal  is  to  abstain  from  drinking 
"one  day  at  a time." 

Narcotics  Anonymous  is  an  organization  that  can  be  found  in 
many  communities  across  the  province.  People  recovering 
from  drug  dependencies  meet  regularly  to  support  one 
another's  efforts  to  stay  "clean."  In  Ontario,  the  organization 
has  headquarters  in  Toronto,  and  offers  a 24-hour  emergency 
phone  line. 

Women  for  Sobriety  is  an  organization  for  women  with 
alcohol  problems.  The  first  group  was  formed  in  1976. 

In  Ontario  there  is  a WFS  group  in  Kingston. 


will  further  the  development  of  treatment  ser- 
vices. Increased  emphasis  on  developing  and 
applying  standardized  models  of  demonstrat- 
ed cost-effectiveness  will  be  important.  The 
needs  of  people  requiring  treatment  are 
diverse,  thus  different  programs  and  inter- 
ventions are  needed.  The  question  that  we 
need  to  answer  is:  "What  kind  of  treatment 
works  best,  for  what  kind  of  individual  and 
under  what  conditions?"  Only  careful 
research  will  provide  us  with  the  answers. 

In  the  last  decade,  the  nature  of  the 
clientele  has  changed.  More  people  are  seek- 
ing treatment  for  drugs  other  than  alcohol. 
More  of  the  caseload  is  women.  Research 
suggests  that  the  treatment  caseload  is  also 
getting  younger,  although  the  percentage  of 
clients  in  both  the  youngest  and  oldest  age 
groups  has  remained  very  low. 

One  of  the  major  challenges  is  to  find 
ways  to  respond  to  local  needs  in  these  times 
of  fiscal  constraint.  A particular  challenge  is  to 
find  cost-effective  methods  of  responding  to 
the  wide  range  of  special  needs  that  has  been 
identified  for  people  with  substance  abuse 
problems.  In  the  future,  unmet  needs  must  be 
addressed  through  reallocating  and  integrat- 
ing existing  resources  in  the  community. 

What  Programs  Are  Needed? 

The  treatment  system  continues  to  expand. 
The  focus  now  is  on  identifying  gaps  in  the 
treatment  system  and  developing  programs 
that  fill  them.  Greater  attention  must  also  be 
paid  to  the  content  of  the  treatment  models. 
Models  must  be  more  clearly  defined  and 


supported  by  research.  The  question  is  no 
longer,  "Do  we  need  an  alcohol  / drug  pro- 
gram?" Instead,  program  planners  must  ask, 
"Do  we  need  a program  of  this  type,  for  this 
particular  target  group,  in  this  particular 
geographic  area?" 

Identifying  the  need  for  a particular  ser- 
vice is  a complex  issue.  Needs  are  often 
defined  very  subjectively  and  may  be  con- 
fused with  wants  or  demands.  For  example, 
during  the  1980s,  many  Ontario  residents 
went  to  the  United  States  for  treatment  in 
costly  residential  facilities  even  though  this 
may  not  have  been  necessary. 

In  1991,  the  Addiction  Research 
Foundation,  with  other  treatment  providers 
across  the  province,  developed  the  Drug  and 
Alcohol  Registry  of  Treatment  (DART). 
DART  is  an  information  and  referral  service 
that  helps  service  providers  in  alcohol  and 
drug  treatment  programs,  and  in  other 
health,  social,  and  correctional  services,  to 
locate  appropriate  treatment  for  their  clients. 
DART  ensures  that  Ontario  options  are  fully 
explored  before  approval  is  granted  for  treat- 
ment in  the  United  States. 

Identification  of  Needs 
There  are  several  ways  of  determining  need. 
Evidence  from  carefully  controlled  research 
defines  needs  best.  For  example,  research  has 
shown  that  there  is  a need  for  more  outpa- 
tient and  other  non-residential  treatment 
options  in  Ontario.  The  Addiction  Research 
Foundation's  "OPTIONS"  project  is  designed 
to  address  this  need  by  distributing  research- 


based  early  intervention  and  extended  out- 
patient models  of  treatment  within  the  addic- 
tions, corrections  and  college /university  sys- 
tems. Needs  can  also  be  identified  through 
survey  data  and  information  from  DART, 
which  shows  the  shortage  of  certain  types  of 
services,  for  certain  types  of  clients  in  some 
communities.  Needs  can  also  be  identified 
using  informed  opinions.  For  example,  man- 
agers and  staff  of  Ontario's  treatment  pro- 
grams would  like  more  outpatient  services 
and  programs  for  young  people  across  the 
entire  treatment  continuum. 

Some  groups  need  special  considera- 
tion. Accessibility  of  treatment  for  groups 
such  as  women,  youth,  the  elderly,  people 


with  physical  or  mental  disabilities,  native 
people  and  multicultural  populations  is 
vital.  Each  group  will  not  necessarily  need 
its  own  facilities,  but  treatment  services 
must  be  comprehensive  and  flexible  enough 
to  address  all  their  needs.  For  example, 
offering  a choice  of  a male  or  female  coun- 
sellor, presenting  same-sex  counselling  ses- 
sions, and  providing  child  care  would  likely 
facilitate  higher  rates  of  participation  and 
increase  the  effectiveness  of  treatment  ser- 
vices for  women. 

Continuing  Care 

Clearly,  greater  emphasis  must  be  placed  on 
case  management  and  continuing  care.  This 


provides  continuity  in  the  care  of  an  individ- 
ual from  assessment  to  the  completion  of 
treatment.  Also,  effective  treatment  often 
requires  co-ordinated  efforts  over  the  long 
term.  Relapse  is  a major  problem.  Research 
shows  that  the  risk  of  relapse  can  be  assessed 
individually,  so  that  the  prevention  of  relapse 
can  be  incorporated  directly  into  the  treat- 
ment plan.  Programming  of  this  nature,  com- 
bined with  good  case  management,  may 
improve  the  effectiveness  of  treatment. 

Early  Intervention:  Why  Is 
It  Important? 

In  the  last  decade  there  has  been  an  increased 
awareness  of  alcohol  and  other  drug  prob- 
lems in  our  communities.  As  a result,  the 
need  for  treatment  is  more  readily  accepted. 
Also,  there  are  now  over  200  specialized 
alcohol  or  other  drug  agencies. 

Despite  this,  most  people  with  substance 
abuse  problems  are  unlikely  to  seek  treat- 
ment. When  they  do,  it  is  often  only  after  the 
problems  have  become  quite  serious  and 
resistant  to  change.  Clearly,  early  intervention 
strategies  are  important  because  they  work 
well.  These  programs  must  be  made  widely 
available  in  health,  social,  educational  and 
correctional  services.  Professionals  in  commu- 
nity services  such  as  medical  clinics,  hospitals 
and  family  /youth  counselling  agencies  need 
to  be  educated  to  screen  more  actively  for  sub- 
stance abuse  problems  and  to  provide  appro- 
priate interventions  and/or  referral. 

Early  intervention  programs  comple- 
ment the  existing  network  of  specialized 


treatment  services  and  mutual  aid  groups. 
Working  together,  they  will  contribute  to 
reducing  substance  abuse  problems  in 
Ontario. 


Women 


Women  and  Children  in  Violent  Relationships 


Alcohol  and  Other  Drug-related  Birth  Defects 


Older  People 


Ethno-cultural/Racial  Populations 


Aboriginal  Peoples 


People  with  Disabilities 


Children  and  Youth  at  Risk 


Concurrent  Disorders 


People  with  HIV/AIDS 
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Communities  are  composed 
of  groups  with  different 
beliefs,  values,  practices  and 
needs.  The  Provincial 
Substance  Abuse  Strategy 
recognizes  this  diversity  in 
its  approach  to  alcohol  and 
other  drug  problems  in 
Ontario.  It  identifies  a 
number  of  groups  with 
special  needs  or  problems. 

They  include  women,  older 
people,  ethno-cultural/racial 
communities,  aboriginal 
peoples,  francophones,  people 
with  disabilities,  children 
and  youth,  people  with 
concurrent  disorders 
(eg.,  people  with  substance 
abuse  and  mental  health 
problems)  and  people  living 


Priority  Populations 
and  Special  Issues 

Some  of  these  groups  are  at  high  risk  for  develop- 
ing problems  related  to  a variety  of  drugs.  For 
others,  their  risk  level  relates  to  specific  drugs. 
Other  groups  might  not  be  at  significantly  higher  risk 
for  developing  drug-related  problems  than  the  general 
population,  but  are  under-served  by,  or  have  unequal 
access  to,  substance  abuse  programs  and  services,  due 
to  age,  language,  gender  or  cultural  differences. 

In  many  cases,  little  research  has  been  conducted 
among  these  groups.  Until  recently,  health  promotion 
and  health  recovery  programs  and  services  have  not 
considered  the  differences  of  these  groups  when  plan- 
ning, developing  and  implementing  programs  and  ser- 
vices. These  deficiencies  are  reflected  in  the  following 
discussions. 

This  final  chapter  examines  some  of  the  special 
problems  and  issues  associated  with  alcohol  and  other 
drug  use  among  these  groups.  It  also  highlights  some 
promising  approaches  to  these  issues  and  problems 
and  suggests  directions  for  future  research  and  the 
development  of  new  programs  and  services. 

Women 

Although  women  comprise  slightly  more  than  half  the 
population,  until  recently  their  needs  in  terms  of  alco- 
hol, tobacco,  prescribed  and  other  drug  use /abuse 
have  often  been  neglected.  Most  substance  abuse 
research  has  been  conducted  by  men  and  has  primari- 
ly involved  male  subjects.  Treatment  is  largely  based 
on  male  experiences  and  addictions  services  have  been 
primarily  designed  to  meet  the  needs  of  male  clients. 
Health  promoters  have  only  recently  begun  to  under- 
stand the  importance  of  gender  differences  when 
developing  and  implementing  prevention  and  health 
promotion  programs.  Therefore,  women  have  been 


with  HIV/ AIDS. 


identified  as  a priority  population  both  to 
highlight  their  special  needs  and  to  begin  to 
address  gender  inequities  in  research,  pro- 
gram development  and  service  delivery. 

Generally,  women  and  men  differ  in  the 
amount  and  frequency  of  alcohol,  tobacco 
and  other  drug  use.  For  example,  as  a group, 
women  drink  less  often,  drink  less  heavily, 
have  fewer  problems  and  are  less  likely  to 
drink  and  drive  than  are  men. 

Although  the  prevalence  of  problems 
related  to  alcohol  use  is  higher  in  men  (about 
two  to  one),  women  are  more  susceptible  to 
alcohol-induced  liver  damage.  Women  devel- 
op severe  liver  disease  - especially  alcoholic 
hepatitis  and  cirrhosis  - after  using  alcohol 
for  a shorter  time  and  consuming  less. 
Although  differences  in  body  size  and  com- 
position are  factors,  the  exact  mechanisms  of 
this  greater  susceptibility  have  yet  to  be 
determined. 


Similarly,  a larger  number  of  women 
have  never  smoked  and  men  are  2.5  times 
more  likely  than  women  to  be  heavy  smok- 
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ers.  Women  are  also  much  less  likely  to  use 
illicit  drugs,  such  as  cocaine  and  cannabis. 

Women  are  more  likely  to  be  prescribed 
sleeping  pills,  tranquillizers  and  antidepres- 
sants by  their  doctors.  They  are  two  to  three 
times  more  likely  than  men  to  use  these 
types  of  drugs.  Women  who  are  most  likely 
to  use  these  drugs  are  older  women  living 
alone,  young  women  on  the  street,  women 
who  are  victims  of  sexual  abuse  or  violence, 
and  women  who  are  disabled. 

In  identifying  the  particular  needs  of 
women,  it  is  important  to  stress  that  they  are 
not  a homogeneous  group.  A woman's  use 
and  / or  abuse  of  alcohol,  tobacco  and  other 
drugs,  as  well  as  the  range  of,  and  her 
responses  to,  problems  associated  with  sub- 
stance use,  vary  widely  according  to  her  life 
stage,  cultural  background,  socioeconomic 
status  and  geographic  location.  In  address- 
ing inequities,  the  ultimate  goal  should  be  to 
integrate  gender  sensitivity  into  the  day-to- 
day  work  of  all  addictions  professionals.  In 
the  meantime,  the  results  of  recent  needs 
assessments  point  to  areas  where  further 
gender-specific  research  and  development 
are  needed. 

One  of  the  main  issues  for  addictions 
research  is  to  ensure  greater  attention  to  gen- 
der issues  in  developing  and  applying 
research  methods,  including  adequate  sam- 
ples of  both  sexes  and  separate  analyses  for 
men  and  women.  Gaps  in  prevention 
research  include  gender-focused  cross-cul- 
tural studies,  multiple  drug  use,  gender  roles 
and  interactions,  the  role  of  substance  abuse 


in  courtship  and  family  behavior,  gender  dif  - 
ferences in  advertising  strategies,  access  and 
use  of  substances,  and  identifying  appropri- 
ate venues  and  strategies  for  prevention  pro- 
grams. More  research  is  also  needed  for  treat- 
ment systems  issues  related  to  gender, 
including  gender  differences  in  barriers  to 
treatment,  motives  for  help-seeking,  the  role 
of  coercion  in  identification  and  referral,  and 
the  benefits  of  same-sex  therapists. 

Women  who  enter  treatment  differ  from 
men  in  ways  that  may  pose  barriers  and 
have  other  important  implications  for  the 
quality  of  treatment  that  they  receive.  These 
differences  include  lower  self-esteem,  mari- 
tal instability,  a history  of  sexual  abuse, 
opposition  to  treatment  from  families  and 
friends,  and  more  child-care  responsibilities. 
Current  statistics  from  the  Ontario  Drug 
and  Alcohol  Registry  of  Treatment  (DART) 
indicate  that  almost  twice  as  many  men  as 
women  inquire  about  treatment  services, 
which  is  what  one  would  expect  since  the 
ratio  of  men  to  women  developing  prob- 
lems is  approximately  two  to  one.  However, 
almost  three  times  as  many  men  actually 
enter  addiction-specific  treatment  services. 
This  under-representation  of  women  can  be 
partly  explained  in  terms  of  some  barriers 
that  women  experience  in  accessing  addic- 
tion treatment,  such  as  health  care 
providers'  attitudes;  fear  of  seeking  treat- 
ment; lack  of  appropriate  child  care;  sys- 
temic sexism;  generally  lower  socioeconom- 
ic status;  and  the  lack  of  same-sex  treatment 
programs  and  facilities. 


While  more  information  is  needed  to 
address  these  issues,  treatment  programs 
should  at  least  consider  issues  of  concern  to 
women  and  provide  access  to  gender-specific 
groups  where  women  can  feel  safe  address- 
ing sensitive  issues  such  as  sexual  abuse. 

New  programs  and  services  specifically 
for  women  have  been  developed  recently, 
both  in  prevention  and  treatment.  There  are 
a few  residential  and  day-treatment  pro- 
grams for  this  group,  as  well  as  some 
unique  prevention  initiatives. 

For  example,  a Kingston-based  pro- 
gram called  Action  on  Women's  Addictions 
- Research  and  Education  (AWARE)  began 
in  1985.  It  provides  women  with  accessible 
and  non-judgmental  information  about  the 
safe  use  of  alcohol  and  other  drugs. 
AWARE  involves  a wide  range  of  women 


Sender  Differences  and  Alcohol 
and  Other  Drug  Use 

• Men  and  women  differ  in  the  types  of  drugs  they  use  and 
how  much  they  consume. 

• Women  are  more  likely  than  men  to  abstain  from  alcohol 
or  to  be  light  drinkers. 

• More  men  than  women  are  heavy  drinkers. 

• Men  tend  to  experience  disruptions  in  their  social  lives, 
health,  work  and  finances  because  of  their  drinking,  while 
women  tend  to  report  family  problems  due  to  someone 
else's  drinking. 

• Women  are  more  likely  to  use  prescription  drugs  than 
men,  and  are  three  times  more  likely  to  use  tranquillizers. 

• Men  are  more  likely  to  use  illegal  drugs,  like  cocaine 
and  marijuana. 

- 


from  different  backgrounds  and  experi- 
ences in  all  aspects  of  its  work,  including 
planning,  developing  and  administering 
projects,  and  producing  the  materials, 
which  have  been  developed  and  distributed 
across  Ontario.  All  publications  are  written 
in  plain  English  and  several  are  also  avail- 
able in  French.  Drug  Wise  and  No  Repeats  are 
two  books  published  by  AWARE.  The 
Pregnancy  and  Substance  Abuse  Needs 
Assessment  was  a recent  AWARE  project 
that  focused  on  two  target  groups:  adoles- 
cents and  low-income  women. 

Amethyst  Women's  Addiction  Centre  in 
Ottawa,  founded  in  1979,  is  an  example  of  an 
alternative  addiction  service  for  women.  Its 
aim  is  to  support  women,  individually  and 
together,  in  taking  control  of  factors  that 
affect  their  health  and  well-being.  Amethyst's 
treatment  approach  is  holistic  and  group- 
focused.  It  considers  the  social  reality  of 
women's  lives  and  provides  education  on  a 
wide  range  of  issues.  Amethyst  offers  12- 
week  sexual  abuse  support  groups.  Separate 
follow-up  groups  are  available  for  lesbian 
women  and  for  those  who  speak  French. 

Amethyst  is  a health  service  that  is  con- 
cerned with  prevention  as  well  as  treatment. 
It  also  works  with  women  and  children  at 
high  risk  of  developing  an  addiction,  to  help 
prevent  addiction  through  education  and 
social  action.  This  includes  developing 
lifestyle  programs  to  meet  specific  commu- 
nity needs,  and  working  to  educate  commu- 
nity and  professional  groups  about  women 
and  substance  use  issues. 


Our  knowledge  of  the  factors  involved  in 
women's  use  and  misuse  of  mood-altering 
substances  has  many  gaps.  We  need  to  learn 
more  about  the  links  between  violence  and 
substance  use.  We  must  examine  women's 
difficulty  in  seeking  help  for  problems  when 
they  have  child-care  responsibilities.  Their 
vulnerability  to  HIV  in  connection  with  injec- 
tion drug  use  and  unsafe  sexual  practices  is 
also  an  issue.  Their  greater  use  of  mood-alter- 
ing prescription  drugs  has  not  received  the 
thoughtful  study  that  it  needs.  The  dynamics 
of  mood-altering  substance  use  and  eating 
disorders  are  not  well  understood.  There  also 
is  a need  to  implement  a public  education 
campaign  directed  at  women,  families  and 
service  providers  to  address  the  greater  social 
stigma  associated  with  women's  use  of  alco- 
hol. These  are  just  a few  of  the  priority  areas 
for  future  study  - areas  that  demand  atten- 
tion if  we  are  to  deal  most  effectively  with 
drug  use  among  women. 

Women  and  Children  in 
Violent  Relationships 

Alcohol  and  drug  use  is  associated  with  vio- 
lence against  women  and  children.  Generally 
speaking,  this  association,  or  coexistence,  is 
manifested  in  three  ways. 

One  is  the  coexistence  of  having  experi- 
enced abuse  in  childhood  and  using  drugs  in 
adulthood.  People  who  have  problems  with 
alcohol  and  other  drugs  are  often  likely  to 
have  been  abused  physically,  emotionally 
and/or  sexually  as  children.  For  example, 
women  who  were  sexually  abused  as  chil- 


dren  are  three  times  more  likely  to  use  anti- 
anxiety  medications  and  twice  as  likely  to 
use  sleeping  pills  than  women  who  were  not. 

Secondly  there  is  a coexistence  between 
experiencing  violence  in  an  adult  relation- 
ship and  drug  use.  Women  in  abusive  rela- 
tionships are  more  likely  to  use  calming  med- 
ications and/or  be  dependent  on  alcohol.  A 
recent  Canadian  study  showed  that  16  per 
cent  of  physically  abused  wives  were  alco- 
hol-dependent, a rate  that  is  eight  times 
greater  than  for  those  who  were  not  abused. 

The  third  coexistence  links  drug  use  and 
abusive  or  violent  behavior  in  a relationship. 
Problem  drinkers  are  more  likely  to  abuse 
their  partners;  impaired  abusers  inflict  more 
injuries  and  the  most  severe  injuries;  for 
some  abusers,  the  use  of  drugs  or  alcohol 
often  precedes  episodes  of  violence. 
Frequent  drinking  has  also  been  related  to 
the  incidence  of  sexual  and  other  forms  of 
child  abuse. 

A Complex  Connection 
There  is  no  one  simple  link  between  drug  use 
and  violence.  Alcohol  and  other  drug  use,  for 
example,  is  not  the  cause  of  violence  against 
women  and  children  in  relationships.  Also, 
not  everyone  who  has  been  abused  relies  on 
drugs  as  a coping  mechanism;  furthermore, 
many  people  use  drugs  for  reasons  unrelated 
to  violence.  But  recent  research  shows  that 
many  individuals  who  have  been  abused 
depend  on  drugs  to  medicate  their  pain,  fear 
or  anxiety  caused  by  violence.  It  is  estimated 
that  at  least  one-quarter  of  women  who  have 


experienced  abuse  turn  to  alcohol  or  other 
drugs  to  help  them  cope  with  violence  or 
feelings  arising  from  past  violence. 

It  is  impossible  to  predict  the  exact 
effect  of  a particular  abusive  incident.  But 
there  is  an  emerging  understanding  about 
the  abusive  process,  the  long-term  implica- 
tions for  the  victim  and  the  potential  effects 
on  drug-using  behavior  after  the  incident. 

Similarly,  the  relationship  between  sub- 
stance use  and  violence  is  very  complex. 
Whether  a relationship  exists  in  a particular 
situation  may  depend  on  factors  such  as 
social  setting;  social  controls;  cultural  and 
other  learned  beliefs  about  the  substance 
and  its  relation  to  aggression;  expectancy; 
cognitive  functioning;  individual  factors; 
and  the  type  of  substance  used. 


Dealing  with  the  Problem 
Many  of  the  people  who  arrive  at  abused 
women's  shelters  have  been  using  alcohol 
and  other  drugs  to  cope  with  their  situations, 
and  may  have  developed  problems  related  to 


Alsoiiol,  Oliien  Drugs  and  Violence 


• 29%  of  women  victimized  by  a partner  mention  alcohol 
as  a precipitating  factor. 

• 28%  of  those  accused  of  sexual  assault  were  known 
to  have  used  alcohol /drugs. 

• 30%  of  sexual  assault  victims  were  known  to  have  used 
alcohol  /drugs. 

• 40%  of  male  inmates  and  25%  of  female  inmates 
committed  crimes  to  support  their  addictions. 
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this  use.  Similarly,  many  people  - both  men 
and  women  - who  seek  help  for  alcohol  and 
other  drug  problems  have  been  abused  as  chil- 
dren and/or  may  be  abusing  others.  Clinical 
reports  indicate  that  up  to  80  per  cent  of 
women  who  seek  drug  treatment  from  agen- 
cies that  treat  only  women  are  victims  of  fam- 
ily violence.  Thus,  it  is  important  that  service 
providers  can  identify  problems  related  to  both 
violence  and  drug  use,  and  help  clients  to 
develop  a plan  to  deal  with  both.  This  requires 
that  service  providers  must  understand  the 
issues  related  to  both  violence  and  addictions 
and  be  familiar  with  services  in  their  commu- 
nities that  deal  with  these  problems. 

One  example  of  an  attempt  to  address 
this  problem  is  the  Addiction  Research 
Foundation's  LINK  Educational  Package. 
LINK  is  used  for  training  addiction  and  shel- 
ter workers,  counsellors  and  other  service 
providers  who  work  with  women  who  have 
been  abused,  individuals  with  problems 
related  to  drug  use,  people  who  were  abused 
as  children  and  those  who  have  been  abusive 
toward  family  members.  LINK  is  intended  to 
raise  awareness  about  and  increase  under- 
standing of  the  link  between  violence  against 
women  and  children  in  relationships  and  the 
use  of  alcohol  and  other  drugs.  It  also 
attempts  to  familiarize  service  providers  in 
the  addictions  and  family  violence  fields 
with  each  other's  work. 

Future  developments  in  this  area  must 
include  bringing  the  issue  of  family  violence 
to  the  forefront  of  addictions  research,  and 
developing  drug-prevention  and  treatment 


programs  that  include  a focus  on  family  vio- 
lence. Addiction  treatment  services  must 
identify  those  clients  with  histories  of  physi- 
cal and  sexual  abuse  and  help  them  to  deal 
with  their  abuse  issues  and  address  their 
substance  abuse.  Similarly,  researchers  and 
practitioners  working  in  the  family  violence 
field  must  deal  with  substance  abuse  issues. 

Alcohol  and  Other  Drug- 
related  Birth  Defects 

Defining  the  Issue 

Almost  everything  that  a mother  consumes 
while  she  is  pregnant  may  be  shared  by  the 
baby  through  the  placenta.  Alcohol  or  drugs 
have  a direct  route  to  the  baby's  blood- 
stream. For  example,  alcohol  freely  crosses 
the  placenta  and  reaches  the  fetus  in  concen- 
trations equivalent  to  those  in  the  maternal 
circulation  systems.  During  the  pregnancy, 
alcohol,  tobacco  and  other  drugs  can  affect 
the  development  of  the  baby's  brain,  major 
internal  organs  or  overall  growth.  Adverse 
effects  in  the  fetus  can  occur  at  or  below  lev- 
els of  alcohol  that  would  be  considered  toxic 
to  the  mother.  Even  over-the-counter  drugs, 
such  as  aspirin  and  cold  remedies,  should 
not  be  taken  during  pregnancy  without  con- 
sulting a health  care  provider. 

Although  there  is  no  scientific  doubt 
that  alcohol  can  potentially  cause  birth 
defects,  the  issue  for  debate  is  "how  much 
alcohol  is  required  to  cause  harm?"  Heavy 
drinking  - more  than  six  drinks  a day  - is 
definitely  associated  with  high  risk  for  the 
baby  developing  fetal  alcohol  syndrome 


(FAS).  Binge  drinking  may  be  particularly 
harmful  because  of  the  high  amount  of  alco- 
hol in  the  blood  at  one  time.  However, 
defining  the  effects  of  alcohol  on  the  fetus  is 
difficult  due  to  other  factors  such  as  smok- 
ing, poor  nutrition  and  the  unreliability  of 
self-reports.  For  these  reasons,  the  effects  of 
lower  alcohol  consumption  on  the  fetus 
remain  unclear.  Presently,  there  is  no  known 
safe  level  of  alcohol  use  during  pregnancy. 

The  Scope  of  the  Problem 

The  incidence  and  prevalence  of  alcohol-relat- 
ed birth  defects  in  Canada  is  not  known. 
There  are  a number  of  reasons  for  this,  includ- 
ing difficulties  in  diagnosis  (currently  there  is 
no  laboratory  test  to  confirm  the  diagnosis), 
the  wide  variety  of  signs  and  symptoms,  the 
number  of  confounding  factors  and  the  lack 
of  formal  training  for  health  care  practition- 
ers. Current  conservative  estimates  suggest 
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that  FAS  occurs  in  one  of  every  3,000  live 
births.  Other  data  suggest  that  in  Europe  and 
North  America,  the  incidence  of  FAS  is 
approximately  2.1  per  1,000  live  births  and 
ranges  between  four  and  10  per  1,000  live 
births  for  all  alcohol-related  birth  defects. 

' What  Can  Be  Done? 

Public  health  policy-makers  struggle  to 
develop  effective  policies  based  on  objective 
information,  but  they  often  cannot  wait  for 
definitive  information  to  become  available. 
This  is  especially  true  of  public  health  initia- 
tives for  alcohol-  and  drug-related  birth 
defects,  which  are  a clear  public  health  risk 
requiring  the  education  of  the  general  pub- 
lic, and  other  appropriate  public  health  mea- 
sures. Public  health  strategies  should 
emphasize  that  alcohol-  and  other  drug- 
related  birth  defects  are  a societal  issue,  not 
solely  a women's  issue  or  responsibility. 


Alcohol-related  Birth  Defects 

Alcohol-related  birth  defects  (ARBD)  make  up  a continuum 
of  signs  and  symptoms  ranging  from  the  well-defined  fetal 
alcohol  syndrome  (FAS)  to  a variety  of  effects  not  well 
defined  or  scientifically  understood.  FAS  presents  one  of 
the  most  extreme  cases  of  fetal  involvement  with  alcohol 
resulting  in  birth  defects  including  reduced  head  circumfer- 
ence, classic  facial  malformations,  major  organ  disorders 
and  mental  retardation.  The  term  fetal  alcohol  effects  (FAE) 
lias  been  used  to  describe  cases  in  which  only  some  of  the 
characteristic  FAS  abnormalities  appear,  or  when  other 
problems  result  from  alcohol  consumption. 


Among  such  public  health  measures,  the 
public  should  also  be  educated  about  alco- 
hol-related birth  defects.  However,  public 
awareness  campaigns  should  be  cautious 
about  using  alarmist  tactics  that  unnecessar- 
ily increase  anxiety  and  guilt  about  low-level 
consumption  by  pregnant  women. 

Research  funding  should  be  increased, 
particularly  about  the  incidence  and  preva- 
lence of  alcohol-related  birth  defects  in  the 
general  Canadian  population.  Research  is 
also  required  into  improved  diagnostic  mea- 
sures, case  management  of  affected  individ- 
uals and  the  role  that  fathers'  drinking 
habits  play  in  the  development  of  alcohol- 
related  birth  defects  and  their  influence  on 
the  drinking  behaviors  of  women  during 
pregnancy. 

Efforts  should  also  be  made  to  improve 
the  professional  education  of  family  physi- 
cians, obstetricians  and  prenatal  care  profes- 
sionals about  the  risks  of  alcohol-  and  other 
drug-related  birth  defects. 

These  measures  should  be  part  of  a 
comprehensive  strategy  of  policies,  pro- 
grams and  services  designed  to  reduce  the 
impact  of  the  variety  of  factors  that  influ- 
ence alcohol  use  and  abuse  by  society  in 
general,  and  by  pregnant  women  in  particu- 
lar. These  might  include  educational  ser- 
vices, and  examination  of  the  location  and 
density  of  licensed  premises,  serving  prac- 
tices and  special  occasion  permits.  This 
strategy  should  focus  beyond  the  mother  to 
include  her  partner  and  significant  other 
people  in  her  life. 
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Older  People 

By  2011,  15  to  18  per  cent  of  Ontario's  popu- 
lation will  be  65  years  old  or  more. 

As  people  age,  their  pattern  of  substance 
use  changes.  They  are  more  likely  than 
younger  people  to  abstain  from  alcohol  and 
tobacco  use,  but  are  also  more  likely  to  use 
prescribed  drugs  such  as  sleeping  pills  and 
tranquillizers.  In  some  cases  they  may 
depend  on  alcohol  or  prescribed  drugs  to 
help  them  cope  with  stresses  associated  with 
aging,  such  as  sleeping  problems,  death  of  a 
partner,  pain  and  fears  about  the  future. 

Among  older  Ontario  adults,  74  per  cent 
are  drinkers  and  15  per  cent  smoke.  They  are 
more  likely  to  drink  daily  (18  per  cent  versus 
eight  per  cent  of  all  adults),  but  are  least  like- 
ly of  all  age  groups  to  report  heavy  drinking 
(five  or  more  drinks  at  a single  sitting).  They 
are  also  less  likely  than  other  age  groups  to 
report  two  or  more  alcohol-related  problems 
(five  per  cent  versus  11  per  cent  of  all  adult 
drinkers). 

There  are  also  differences  in  the  drink- 
ing patterns  of  older  women  compared  to 
men.  Older  women  are  less  likely  than  their 
male  counterparts  to  drink  and  smoke,  and 
if  they  do,  they  do  so  less  frequently  and  in 
smaller  amounts. 

In  contrast  to  alcohol  and  tobacco,  the 
use  of  prescribed  psychoactive  drugs  is 
much  more  common  among  older  adults,  as 
is  the  use  of  medications  in  general.  In 
Ontario,  older  people  are  more  likely  than 
other  age  groups  to  report  using  sleeping 
pills  (15  per  cent  of  older  adults  versus  eight 
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per  cent  of  all  adults);  they  are  also  more 
likely  to  use  tranquillizers.  Older  women  are 
generally  more  likely  than  older  men  to  use 
prescribed  psychoactive  medication. 

Although  daily  alcohol  or  psychoactive 
medication  use  does  not  necessarily  consti- 
tute a problem,  older  people  are  more  at  risk 
for  several  reasons.  First,  people  become 
more  sensitive  to  the  effects  of  drugs  as  they 
age.  For  instance,  their  bodies  change  in  size 
and  composition  and  their  livers  and  kid- 
neys function  less  effectively.  They  are  also 
vulnerable  to  adverse  drug  consequences 
because  of  the  number  of  different  drugs 
they  may  be  using.  In  addition,  some  conse- 
quences - such  as  confusion,  memory  prob- 
lems, falls,  social  isolation  and  depression  - 
may  be  mistaken  for  the  aging  process 
rather  than  being  recognized  as  a sign  of  an 
alcohol  or  other  drug  problem. 


Olden  People  and  Drug  Use 


• Older  people  tend  to  use  more  tranquillizers  and 
sleeping  pills. 

• About  four  out  of  10  seniors  have  never  consumed, 

or  now  abstain  from  drinking,  alcohol.  This  proportion 
is  substantially  larger  than  that  of  the  general  population. 

• One  out  of  five  seniors  report  heavy  drinking  (five  or 
more  drinks  at  one  time)  at  least  once  in  the  past  year. 

• Seniors  run  the  risk  of  experiencing  drinking  problems 
if  they  use  alcohol  with  prescription  drugs. 

• Smoking  is  less  common  among  seniors  than  in  the  general 
population,  and  seniors  who  do  smoke  tend  to  smoke  less. 


Current  and  Future  Directions 

Both  prevention  /health  promotion  and 
health-recovery  programs  for  older  people 
emphasize  the  need  to  reach  out  to  seniors; 
provide  programs  that  take  a broad  holistic 
or  lifestyle  approach;  and  consider  substance 
use  or  abuse  in  the  context  of  the  physical, 
psychosocial,  spiritual  and  environmental 
changes  that  occur  with  aging.  For  health- 
recovery  programs  in  particular,  the  focus  is 
on  health  enhancement  and  reducing  the 
harm  caused  by  substance  use. 

Two  Ontario  programs  have  provided 
models  for  developing  health-recovery  ser- 
vices for  seniors:  the  Lifestyle  Enrichment 
Program  for  Senior  Adults  in  Ottawa  and  the 
Community  Older  Persons  Alcohol  Program 
in  Toronto.  The  administrators  of  these  pro- 
grams, together  with  the  Addiction  Research 
Foundation,  have  also  developed  Alternatives: 
Prevention  and  Intervention  for  Alcohol  and  Drug 
Problems  in  Seniors  - materials  designed  for 
both  seniors  and  people  working  with  them  - 
which  are  currently  being  widely  distributed 
in  Ontario. 

In  the  future,  we  must  increase  our 
knowledge  about  seniors'  use  of  both  alco- 
hol and  prescribed  medication  such  as  tran- 
quillizers, sleeping  pills  and  antidepres- 
sants. To  develop  effective  programs  to 
reach  this  group  of  people  and  those  who 
work  with  them,  we  need  to  understand 
more  about  when  seniors  use  or  are  pre- 
scribed drugs,  how  much  and  how  often 
these  drugs  are  used,  and  their  positive  and 
negative  consequences. 
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Ethno-cultural/Racial 

Populations 

As  Canada  approaches  the  twenty-first  centu- 
ry, its  population  is  becoming  increasingly  cul- 
turally and  racially  diverse.  For  example,  of 
the  96,000  immigrants  who  settled  in  Ontario 
in  1989, 43  per  cent  came  from  Asia,  31  per  cent 
from  Europe,  7 per  cent  from  the  Caribbean,  6 
per  cent  from  Africa  and  6 per  cent  from  North 
and  South  America.  In  Metropolitan  Toronto, 
there  are  more  than  117  ethnic  groups  speak- 
ing over  72  different  languages.  It  is  expected 
that  by  2000,  one  in  three  Canadians  will  be  a 
"new  Canadian"  and  one  in  four  will  be  of 
non-European  heritage.  The  need  to  develop 
appropriate  ethno-cultural /racial  health  pro- 
motion and  treatment  programs  and  to  pro- 
vide equal  access  to  health  care  in  an  increas- 
ingly diverse  society  presents  a major  chal- 
lenge to  addictions  services  in  the  1990s. 

Lack  of  reliable  information  about  alcohol 
and  drug  use  among  ethno-cultural /racial 
groups  living  in  Ontario  makes  it  difficult  to 
plan  appropriate  ethno-cultural /racial  pro- 
grams and  services.  For  example,  national  sur- 
veys show  alcohol  consumption  patterns  to  be 
higher  among  some  groups  than  others. 
However,  these  surveys  do  not  tell  us  what 
their  findings  mean;  neither  do  they  tell  us 
whether  these  consumption  patterns  are 
problematic,  nor  what  might  account  for  the 
differences  among  various  populations. 
Increased  attention  needs  to  be  paid  to  the  use 
of  appropriate  data  collection  procedures, 
and  the  interpretation  and  dissemination  of 
research  findings. 


Ideally,  health  care  should  be  delivered 
within  a universal  access  system  that 
responds  to  linguistic,  religious,  cultural  and 
racial  differences  and  needs.  At  the  same 
time,  when  unique  needs  are  identified,  spe- 
cial services  for  particular  populations  may 
be  needed.  Many  health  care  and  addiction 
agencies  in  Ontario  recognize  the  growing 
need  to  be  racially  and  culturally  responsive, 
and  some  have  revised  their  programs  and 
services  to  ensure  equal  access  to  quality  care 
for  all  groups.  However,  barriers  still  exist. 

Overcoming  Barriers 
Language  is  a significant  factor  to  both  under- 
standing the  cultural  context  surrounding 
alcohol  and  other  drug  use  in  a given  com- 
munity and  to  providing  effective  primary 
and  secondary  health  care.  In  this  sense,  lan- 
guage remains  one  of  the  main  barriers  to  pre- 
venting and  treating  problems  associated 
with  substance  abuse  for  some  multicultural 
groups.  This  is  especially  the  case  for  recent 
immigrants.  For  example,  of  the  227  addiction 
agencies  in  Ontario,  only  26  per  cent  offer  ser- 
vices in  French  and  23  per  cent  in  other  lan- 
guages. Italians  can  get  assistance  in  their 
own  language  at  six  agencies,  Portuguese  at 
three  and  Poles  at  two.  For  most  other  groups, 
no  special  language  services  are  available. 

Even  with  second  and  third  generations, 
where  speaking  and  understanding  English  is 
not  a problem,  cultural  differences  sometimes 
present  barriers  to  access  and  quality  of 
addictions  services.  Cultural  beliefs  and  prac- 
tices tend  to  be  less  apparent  than  language 
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barriers,  but  they  just  as  strongly  influence  the 
access  to  and  provision  of  addictions  services. 

To  address  these  linguistic  and  cultural 
barriers,  addictions  agencies  should  review 
their  hiring  practices  to  ensure  that  their 
staff  more  closely  represents  the  diversity  of 
their  communities.  Some  Ontario  communi- 
ties offer  cultural  and  language  interpreta- 
tion services  to  enhance  access  and  increase 
the  quality  of  health  care.  Training  of  exist- 
ing staff  in  cultural  sensitivity  and  race  rela- 
tions should  also  be  a priority. 

The  Addiction  Research  Foundation 
offers  courses  to  addiction  service  providers 
that  focus  on  the  relationship  between  addic- 
tions and  the  immigrant  experience,  in-set- 
tlement issues,  the  refugee  process  and  racial 
minority  status.  Course  participants  also 
learn  how  to  recognize  how  cultural  and 
racial  biases  prevent  them  from  serving  the 
needs  of  diverse  communities.  At  the  same 
time,  the  ARF  provides  workshops  to  ethno- 
specific  service  agencies  to  help  them  recog- 
nize and  deal  with  addiction  problems 
among  their  client  groups. 

Research  by  the  Addiction  Research 
Foundation  is  also  addressing  access  issues. 
The  Inventory  of  Drinking  Situations  is  a 
questionnaire  designed  to  help  addiction 
workers  assess  and  plan  treatment  for  people 
with  alcohol  problems.  Versions  have  been 
developed  for  use  with  Portuguese,  Spanish 
and  aboriginal  communities  in  Ontario. 

Substance  abuse  prevention  and  health 
promotion  programs  should  also  consider 
the  diversity  of  cultural  values,  norms  and 


practices  associated  with  alcohol  and  other 
drug  use.  Culturally  sensitive  prevention  and 
health  promotion  programming  can  best  be 
achieved  when  members  of  ethno-cultural 
communities  actively  participate  in  identify- 
ing needs,  and  developing,  implementing 
and  evaluating  prevention  and  health  pro- 
motion programs. 

The  Addiction  Research  Foundation  has 
begun  to  address  these  issues.  Staff  work 
with  ethno-racial  community  groups  to  iden- 
tify needs,  and  then  develop  information 
materials  or  programs  in  their  own  lan- 
guages. Through  such  partnerships,  infor- 
mation is  now  available  in  several  languages 
through  INFO-ARF,  a free,  confidential  tele- 
phone information  service. 

A program  entitled  "To  Your  Health" 
has  been  developed  by  ARF,  the  Ministry  of 
Health,  and  a number  of  community-based 
agencies  to  raise  awareness  about  alcohol- 
related  problems  and  to  promote  moderate 
drinking  among  middle-aged  Italian-  and 
Portuguese-Canadian  men.  The  program  is 
now  being  implemented  in  selected  Ontario 
sites. 

The  Addiction  Research  Foundation  is 
also  working  with  the  Ontario  Council  of 
Sikhs  and  the  health  department  in  Peel 
Region  to  develop  a series  of  culturally 
appropriate  intervention  programs  for  the 
Sikh  community.  These  programs  include 
television  public  service  announcements, 
brochures  written  in  Punjabi  and  a strategy 
to  provide  more  information  about  alcohol 
to  doctors  serving  Punjabi  families. 


In  future,  greater  efforts  should  be  made 
to  apply  the  Ontario  Ministry  of  Health 
Access  and  Equity  Guidelines  in  developing 
health  promotion  programs  and  treatment 
services  directed  at  substance  abuse.  Training 
of  addictions  workers  in  cultural  sensitivity 
and  race  relations  should  be  increased  to 
ensure  that  the  service  needs  of  culturally  and 
racially  diverse  communities  are  met.  Finally 
more  community-based  research  should  be 
conducted  to  explore  the  cultural  context  of 
alcohol,  tobacco  and  other  drug  use  /abuse 
within  Ontario's  ethno-cultural  communities. 
Such  information  is  vital  to  developing  cul- 
turally appropriate  substance  abuse  health 
promotion  programs  and  treatment  sendees. 

Aboriginal  Peoples 

There  are  approximately  243,000  people  of 
First  Nations  ancestry  living  in  Ontario.  Of 
those,  67,000  are  registered  under  the 
Federal  Indian  Act. 

First  Nations  people  comprise  a diverse 
population,  including  Algonquin,  Cree, 
Delaware,  Haiidenosaunee,  Odawa,  Ojibwa, 
Ptoawatomi  and  other  groups.  The  diversity 
among  First  Nations  people  in  Ontario  is  also 
reflected  in  differences  between  rural  and 
urban  lifestyles,  varying  degrees  of  adherence 
to  traditional  beliefs  about  spirituality  and 
healing,  and  varying  levels  of  support  for  tra- 
ditional or  elective  government. 

Nature  and  Scope  of  Substance 
Abuse  Problems 

Among  aboriginal  people,  alcohol  and  other 


drug  abuse  results  in  large  numbers  of  pre- 
ventable deaths,  injuries  and  illnesses,  par- 
ticularly among  adolescents  and  young 
adults.  Alcohol  and  other  drug  abuse  is  also 
related  to  high  rates  of  violence  and  suicide 
in  many  communities. 

It  is  estimated  that  50  to  60  per  cent  of  all 
native  deaths  or  illnesses  are  alcohol-related. 
Ninety-nine  per  cent  of  all  illegal  offences 
committed  by  native  people  are  alcohol- 
related.  The  incidence  of  fetal  alcohol  syn- 
drome is  significantly  higher  among  aborig- 
inal children  than  the  general  population. 

Alcohol,  tobacco,  cannabis  and  solvents 
are  the  most  frequently  used  drugs  among 
native  youth.  Except  for  cancer,  aboriginal 
youth  are  at  two  to  six  times  greater  risk  for 
every  alcohol-related  problem  experienced 
by  other  Canadian  youth.  Starting  at  age  12, 
one  in  five  aboriginal  youth  use  solvents. 
Inhalant  use  can  lead  to  irreversible  brain 
damage,  coma  and  death. 

Issues 

Efforts  to  address  substance  abuse  prob- 
lems have  not  always  been  successful. 
Standard  substance  abuse  programs,  pri- 
marily designed  for  the  general  population, 
are  often  culturally  inappropriate,  and  fre- 
quently fail  to  recognize  the  extent  or  the 
intergenerational  nature  of  the  problems 
among  First  Nations  communities.  Program 
and  service  delivery  is  often  fragmented 
and  inflexible,  partly  because  federal  and 
provincial  areas  of  responsibility  have  not 
been  well  defined. 


Aboriginal  communities,  both  on-  and 
off-reserve,  have  wanted  to  develop  and 
implement  their  own  substance  abuse  pro- 
grams. There  is  a resurgence  of  interest  in 
traditional  culture  in  First  Nations  communi- 
ties, which  has  resulted  in  developing  some 
prevention  and  treatment  approaches  that 
involve  traditional  methods  and  healers. 

To  be  effective,  prevention  and  recovery 
programs  should  incorporate  aboriginal  val- 
ues and  culture.  In  addition,  health  and 
wellness  in  aboriginal  communities  should 
be  approached  in  an  integrated  fashion,  and 
the  links  between  substance  abuse  and  other 
social,  economic,  and  health  problems  must 
be  considered. 

New  Directions 

Over  the  past  few  years,  new  developments 
have  occurred  within  native  communities  to 
address  some  of  these  needs.  For  example, 
there  are  now  several  addiction  treatment  and 
assessment  centres  within  the  province  that  are 
staffed  by  and  serve  aboriginal  communities. 

For  First  Nations  people  living  off- 
reserve  in  large  cities,  native  friendship  cen- 
tres have  been  developed.  They  play  an 
important  role  in  health  care  by  offering 
health  promotion  and  prevention  programs 
and  by  referring  clients  to  substance  abuse 
agencies,  supplying  interpreters,  helping 
natives  arriving  from  reserves  for  substance 
abuse  treatment  in  the  city  and  sponsoring 
Alcoholics  Anonymous  chapters. 

One  of  the  most  promising  new  initiatives 
intended  to  address  a broad  range  of  health 


problems,  including  substance  abuse,  affecting 
First  Nations  communities  is  the  Aboriginal 
Healing  and  Wellness  Strategy  announced  by 
the  Ontario  government  in  June  1994. 

The  Strategy  is  a holistic  response  to 
healing  that  treats  the  individual  through  life 
stages  in  the  context  of  family  and  commu- 
nity. It  respects  the  unique  needs  of  each 
community,  while  reflecting  aboriginal  val- 
ues and  traditions.  This  means  that  aborigi- 
nal people  will  set  their  own  priorities  and 
deliver  their  own  programs  and  services.  It 
calls  for  a healing  continuum  involving  com- 
munity health  promotion,  education  and 
awareness,  behavior  change,  primary  care 
and  crisis  intervention  services.  The  Strategy 
intends  to  set  up  traditional  healing  lodges 
and  youth  and  family  treatment  centres  for 
alcohol  and  solvent  abuse.  Training  for  abo- 
riginal healing  and  health  care  workers  and 
cross-cultural  training  for  non-aboriginal 
workers  is  also  planned.  The  long-term  goal 
is  to  build  self-sufficient  communities. 

Francophones 

Francophones  were  the  first  Europeans  to 
settle  in  Ontario.  Immigration  from  Quebec, 
the  Maritimes  and,  more  recently,  from  all 
around  the  world,  spread  francophone  set- 
tlement across  Ontario.  Over  500,000  French- 
speaking  people  presently  live  in  Ontario. 

Despite  their  long  history,  large  numbers 
and  admirable  contribution  to  Ontario  society, 
francophones  have  had  to  confront  numerous 
challenges  to  ensure  their  survival.  Some  his- 
toric problems  still  have  consequences  today. 


Many  generations  of  francophones  were 
educated  in  a language  they  did  not  under- 
stand and  in  a system  that  did  not  fully  rec- 
ognize their  differences  in  cultural  back- 
ground and  modes  of  expression.  In  part, 
this  has  been  responsible  for  generally  lower 
levels  of  formal  education  that  has,  among 
other  things,  threatened  the  development  of 
a strong  network  of  francophone  profession- 
als in  social  and  health  services. 

Largely  due  to  this  under-representation 
of  francophone  professionals  in  the  social 
and  health  services  sector,  Ontario  health 
care  institutions  have  not  always  been  aware 
of  the  distinctiveness  of  the  francophone 
community,  nor  responsive  to  the  special 
health  care  needs  of  its  members.  This  is  as 
true  for  issues  associated  with  alcohol, 
tobacco  and  other  drug  use  as  it  is  for  other 
health  concerns. 

Addressing  the  Issues 

In  general,  little  is  known  about  the  health 
status  of  francophones  in  Ontario.  The  same 
is  true  of  their  alcohol  and  other  drug  use. 
Most  surveys  dealing  with  substance  abuse 
were  conducted  for  general  populations  and 
therefore  were  not  intended  to  capture  infor- 
mation about  any  particular  group. 

A recent  analysis  of  the  Ontario  Health 
Survey  showed  that  the  rate  of  alcohol  use 
among  elderly  francophones  is  especially 
high.  There  also  appears  to  be  evidence  that 
the  rate  of  smoking  among  francophones  is 
higher  than  the  provincial  average.  However, 
more  work  needs  to  be  done  to  substantiate 


these  results  and  to  develop  appropriate 
responses  to  them. 

The  Addiction  Research  Foundation  is 
presently  working  with  the  francophone 
community  in  Ontario  to  identify  the  extent 
of  substance  abuse  problems  among  their 
members  and  to  better  understand  the  types 
of  information,  health  promotion  programs 
and  health  recovery  services  that  francopho- 
nes most  need  in  addressing  these  problems. 
The  results  of  this  needs  assessment  will 
greatly  facilitate  the  planning  and  develop- 
ment of  culturally  appropriate  programs 
and  services  for  francophones. 

An  important  issue  for  the  francophone 
community  is  the  availability  of  substance 
abuse  information,  programs  and  services  in 
French.  The  passage  of  the  French  Language 
Services  Act  in  1989,  which  mandated  all 
government-funded  agencies  to  provide 
public  information  and  services  in  French, 
has  helped  to  remedy  this  problem. 

Today,  organizations  such  as  the 
Addiction  Research  Foundation  produce  all 
their  public  information  materials  in  both 
French  and  English.  Many  of  the  most 
important  prevention  and  health  promotion 
programs  developed  recently  by  addictions 
agencies  are  not  only  translated  but  also 
often  adapted  to  better  serve  members  of 
the  francophone  community.  New  preven- 
tion programs  dealing  with  smoking  among 
women,  and  the  link  between  drug  and 
alcohol  use  and  domestic  violence,  are  also 
being  adapted  to  make  them  more  cultural- 
ly appropriate. 
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Although  public  information  and  pre- 
vention and  health  promotion  programs 
may  be  more  readily  available,  access  to 
addictions  services  remains  a problem.  The 
recent  release  of  the  Directory  of  French 
Alcohol  and  Drug  Treatment  Services  in  Ontario, 
a collaborative  effort  directed  by  the  Drug 
and  Alcohol  Registry  of  Treatment  (DART) 
office,  lists  services  for  French-speaking 
clients  with  alcohol  and  other  drug-related 
problems.  This  directory  identifies  profes- 
sionals and  agencies  in  the  general  health 
care  field  who  also  provide  addictions  ser- 
vices for  francophones.  It  also  includes 
addiction-specific  agencies  to  which  French- 
speaking  clients  can  be  referred. 

One  of  the  most  important  issues  in  the 
addictions  field  in  Ontario  is  training  addic- 
tions professionals  who  can  develop  and 
implement  programs  that  meet  the  specific 
needs  of  the  francophone  community  in 
Ontario.  The  first  step  toward  creating  these 
francophone  professionals  has  recently  been 
taken.  A certificate  program  in  addictions 
studies  is  being  developed  by  the  Addiction 
Research  Foundation  and  Cambrian 
College.  This  program  has  been  designed  to 
be  taken  either  in  a classroom  setting  or 
through  distance  education.  All  bilingual 
and  French  community  colleges  have  access 
to  the  training  materials  and  can  offer  the 
program  to  their  students. 

Future  Directions 
Progress  has  been  made  in  ensuring  that  fran- 
cophones have  access  to  substance  abuse 


information,  programs,  services  and  training. 
In  future,  addictions  agencies,  with  members 
of  the  francophone  community,  must  contin- 
ue to  build  on  this  foundation.  To  do  this 
effectively,  more  research  must  be  conducted 
to  identify  the  health  care  needs  of  francoph- 
ones relating  to  substance  use  / abuse  and  the 
best  ways  to  address  them.  Based  on  this 
information,  continuing  efforts  must  be  made 
at  the  local  level  to  include  francophones  in 
planning,  developing  and  implementing  cul- 
turally appropriate  programs  and  services. 

People  with  Disabilities 

People  with  disabilities  are  a significant 
group  that  has  been  seriously  underserviced 
or  unserved.  This  group  is  not  a homoge- 
neous population.  It  encompasses  a wide 
spectrum  of  individuals  of  all  ages,  with  var- 
ious forms  of  physical  disabilities  - mobility, 
visual  or  hearing  impairment  - and  intellec- 
tual, emotional,  learning  and  developmental 
disabilities.  Statistics  Canada's  Health  and 
Limitations  Survey  (1992)  found  that  15.5  per 
cent  of  the  general  population  live  with  some 
level  of  disability. 

Little  is  known  about  the  extent  or  nature 
of  substance  misuse  among  disabled  people. 
In  part,  this  is  because  the  usual  methods  of 
gathering  information  are  not  appropriate  or 
effective.  For  example,  many  disabled  people 
would  be  unable  to  fill  out  a standard  ques- 
tionnaire without  help.  Disabled  people  are 
also  often  isolated  and  therefore  hard  to 
reach.  The  lack  of  reliable  research  informa- 
tion makes  it  very  difficult  to  develop  appro- 


priate  prevention  programs  and  treatment 
services  for  people  with  disabilities. 

Issues 

Service  inaccessibility  often  prevents  people 
with  disabilities  from  using  the  addiction- 
treatment  system.  The  low  participation  rates 
are  often  misinterpreted  as  indicators  of  an 
absence  of  serious  drag-related  problems 
among  people  with  disabilities.  In  fact,  their 
limited  use  of  drag  abuse  treatment  systems 
can  be  attributed  to  a number  of  other  factors. 

Often  disabled  people  do  not  have  full 
physical  accessibility  to  addiction  services, 
although  many  health  care  facilities  are  trying 
to  overcome  physical  barriers.  The  admissions 
requirement  of  some  substance  abuse  treat- 
ment programs  for  cessation  of  all  drugs  and 
medications  cannot  always  be  met  by  disabled 
people,  who  are  often  using  prescribed  drugs. 
Staff  attitudes  and  beliefs  about  disability,  as 
well  as  rigidity  with  respect  to  program  rules, 
can  sometimes  be  interpreted  as  an  expression 
of  discomfort  and  resistance  to  servicing  this 
group.  Very  few7  addiction  facilities  provide  a 
"one-stop"  continuum  of  services.  It  is  often 
almost  impossible  to  co-ordinate  support  ser- 
vices and  assistance  devices  - for  example, 
attendant  care  and  sign-language  interpreta- 
tion - across  a continuum  or  discreet  services 
for  the  prospective  client.  Finally,  the  demand- 
ing schedules  and  workloads  of  most  treat- 
ment programs  cannot  be  easily  accommodat- 
ed by  some  people  with  disabilities. 

Besides  the  issues  of  access,  health  care 
professionals  in  community  settings  who 


work  with  people  with  disabilities  are  often 
not  trained  to  treat  substance  abuse  prob- 
lems. Moreover,  cognitive-behavioral  inter- 
ventions commonly  used  in  substance  abuse 
treatment  do  not  work  well  with  individuals 
who  are  disabled.  Once  again,  little  research 
has  been  conducted  to  determine  which 
treatment  modalities  would  be  most  effective 
with  disabled  people. 

In  future,  more  research  should  be  done 
about  substance  misuse  and  disabled  people. 
We  need  to  know7  more  about  how7  to  reach 
people  with  disabilities  to  prevent  substance 
abuse  problems  from  occurring.  When  prob- 
lems do  occur,  disabled  people  must  be  able 
to  access  appropriate  services  and  receive 
effective  treatment.  In  turn,  those  treatment 
strategies  must  be  thoroughly  evaluated  so 
that  the  most  effective  ones  can  be  replicated 
and  used  more  broadly. 

Children  and  Youth 
at  Risk 

Children  and  youth  are  our  future,  and, 
therefore,  are  an  important  priority  for 
Ontario's  Substance  Abuse  Strategy. 

Prevention  of  alcohol,  tobacco  and  other 
drug  problems  should  begin  in  early  child- 
hood. Appropriate  drug  education  and  other 
prevention  strategies  should  be  offered  to 
young  people  throughout  their  childhood 
and  adolescence.  Usually,  such  programs  are 
offered  in  schools  or  in  the  home.  For  exam- 
ple, Early  Start  is  a booklet  that  helps  parents 
to  discuss  drugs  with  the  very  young,  and 
Just  for  Me  is  a program  for  children  in  the 


primary  and  junior  grades.  However, 
because  some  children  are  at  higher  risk  for 
developing  alcohol  and  other  drug  problems, 
these  children  should  receive  the  special 
attention  they  need. 

Research  into  risk  factors  has  led  to 
developing  screening  and  assessment  instru- 
ments that  enable  practitioners  to  more  effec- 
tively identify  children  and  youth  at  risk  of 
developing  substance  abuse  problems.  Early 
results  that  clarify  the  relationship  between 
risk  and  protective  factors  could  lead  to  new 
approaches  to  developing  programs  and  ser- 
vices for  children  and  youth  at  risk. 

Promising  health  promotion  approaches 
are  being  developed  specifically  for  youth 
who  are  at  risk  for  substance  abuse  and  other 
related  problems.  The  Personal  Skills  Program 
and  the  Opening  Doors:  A Personal  and  Social 
Skills  Program,  developed  by  the  Addiction 
Research  Foundation,  are  examples  of  pro- 
grams that  teach  high-risk  youth  the  personal 
and  social  skills  that  they  need  to  effectively 
deal  with  high-risk  behaviors  and  situations. 

For  treatment  of  alcohol  and  other  drug 
abuse,  young  people  are  best  helped  by  ser- 
vices that  are  specifically  designed  for  their 
age  group.  These  programs  meet  the  develop- 
mental needs  of  pre-teens,  adolescents  and 
young  adults.  Whenever  possible,  parents  and 
other  family  members  are  encouraged  to  be 
part  of  the  treatment  process.  Access  to  health 
recovery  services  is  enhanced  when  treatment 
programs  reach  out  to  troubled  youth  in 
schools,  in  youth-serving  agencies  and  on  the 
street,  to  help  those  with  drug  problems  get 


involved  in  treatment  that  meets  their  needs. 
Health  organizations  in  Ontario  are  attempting 
to  offer  a full  range  of  services  for  children  and 
youth  that  span  the  full  continuum  of  care: 
detoxification,  assessment  and  referral,  outpa- 
tient and  residential  treatment  and  aftercare. 
However,  many  communities  lack  services, 
forcing  youth  to  travel  to  receive  treatment. 

Young  people  who  need  treatment  are  not 
a homogeneous  group.  Their  level  of  involve- 
ment in  drug  use  varies,  depending  on  how 
early  the  problem  is  addressed.  The  nature  and 
extent  of  other  problems  that  may  exist  and  the 
quality  of  the  youth's  living  environment  all 
affect  the  duration,  intensity  and  content  of 
treatment.  Program  content  that  addresses  spe- 
cial needs  of  youth  such  as  those  who  are  HIV- 
positive,  victims  or  perpetrators  of  violence, 
dual  diagnosed  and  gay  or  lesbian,  all  require 
further  research  and  development. 

The  health  recovery  system  for  youth  in 
Ontario  must  improve  access  to  and  reten- 
tion in  treatment.  Services  need  to  be  better 
integrated  and  co-ordinated  so  that  a trou- 
bled youth  can  expect  that  multiple  prob- 
lems, including  alcohol  and  other  drug 
abuse,  will  be  identified  and  addressed. 

By  studying  high-risk  groups,  we  can 
develop  better  policies  and  services  for  at-risk 
youth  that  will  lower  the  risks  and  harm  asso- 
ciated with  substance  abuse,  and  improve 
health  recovery. 

Street  Youth 

Street  youth  is  a population  that  has  been 
recently  studied  because  of  their  high  visibil- 


iiv,  public  concern  about  their  high  levels  of 
alcohol  and  other  drug  use,  and  their  risk  for 
serious  harm  related  to  drug  use. 

Generally,  the  term  "street  youth"  applies 
to  those  young  people  who,  through  their  sep- 
aration from  the  mainstream  adolescent 
world,  have  at  some  time  lacked  conventional 
shelter  and  family  support. 

Street  youth  differ  in  how  and  why  they 
left  their  families,  how  long  they  have  spent 
on  the  street  and  whether  they  have  had 
drug  problems.  However,  because  they 
often  lack  familial  and  social  support,  have 
often  suffered  the  effects  of  physical  and/or 
sexual  abuse  and  are  forced  to  live  in  an 
environment  where  drugs  are  readily  avail- 
able, they  are  all  at  risk  for  developing  sub- 
stance abuse  problems. 

Indeed,  use  of  drugs  by  street  youth  is 
about  five  to  10  times  higher  than  it  is  for 
other  adolescent  students.  A 1992  survey  of 
217  Toronto  street  youth  found  that  83  per 
cent  used  cannabis,  59  per  cent  LSD,  31  per 
cent  cocaine  and  31  per  cent  crack  during  the 
year  before  the  survey.  Alcohol  use  was  also 
high.  About  half  the  young  people  reported 
significant  alcohol  problems  and  one-third 
report  significant  drug  problems.  Moreover, 
about  one-quarter  reported  two  or  more 
alcohol  and  drug  problems. 

Although  drug  use  might  be  the  root 
cause  for  some  street  youth's  departure  from 
home,  for  most,  it  is  symptomatic  of  psycho- 
logical and  social  problems  resulting  from 
being  raised  in  dysfunctional  families,  suffer- 
ing from  physical  and  sexual  abuse,  and  poor 


academic  performance.  Once  on  the  street, 
drug  abuse  results  from  factors  such  as  lack 
of  employment  opportunities  and  job-train- 
ing programs;  shortages  of  affordable  hous- 
ing; social  assistance  programs  not  geared  to 
the  needs  of  youth  and  the  personal  and 
familial  problems  that  youth  bring  with 
them  to  the  street. 

For  youth  who  are  already  on  the  streets, 
comprehensive,  multi-system  approaches  are 
needed  to  reduce  their  plight.  The  odds  of 
successful  treatment  are  low  if  they  do  not 
leave  the  street  culture.  Affordable  housing 
must  be  available  and  supplementary 
income  programs  introduced  to  ensure  safe 
and  stable  environments.  Substance  abuse 
treatment  will  be  more  successful  if  it  is  cou- 
pled with  other  counselling,  aftercare  pro- 


Alcohol  and  Other  Drug  Use  among  Street 
Youth  in  Metro  Toronto 


1 Alcohol  consumption  is  high;  30%  drink  five  or  more 
drinks  on  a single  occasion  five  or  more  times  during  any 
given  month. 

Most  street  youth  used  drugs  during  the  past  year;  only 
11%  used  no  drug. 

15%  had  used  cannabis  daily. 

28%  had  injected  drugs  at  some  point  in  their  lifetime. 
46%  received  some  form  of  substance  abuse  treatment  in 
their  lifetimes. 

36%  reported  that  alcohol  problems  in  the  family  were 
related  to  their  leaving  home. 

Drag  use  among  street  youth  was  14  times  higher  than 
among  students  who  lived  at  home. 
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grams  and  social  supports  such  as  welfare, 
improved  housing,  literacy  and  job  training. 

In  Toronto,  there  are  several  programs 
that  specifically  focus  on  street  youth.  The 
Ambassador  Program  is  co-ordinated  by  the 
Drug  Abuse  Prevention  Program  of  the  City 
of  Toronto  Department  of  Health.  Through 
this  program,  street  kids  are  involved  in 
bringing  messages  to  students  in  the  local 
Toronto  schools.  The  First  Stop  program,  run 
by  the  YMCA,  aims  to  reach  kids  at  the 
downtown  bus  station,  linking  them  with 
appropriate  social  services. 

Two  prevention  programs  are  in  the 
early  stages  of  development  and  implemen- 
tation; both  are  intended  to  discourage  youth 
from  going  on  the  street.  SLAP  (Street  Life 
Appreciation  Program),  organized  by  the 
Downtown  Church  Workers,  uses  street-life 
graduates  to  take  students  on  "scary"  tours 
of  the  Toronto  street  scene.  Another  program, 
Youthlink,  has  received  provincial  funds  to 
visit  schools  outside  Toronto  and  tell  youth 
about  the  street  scene  in  Toronto. 

Too  often  the  most  common  approach  to 
dealing  with  the  needs  and  problems  of  street 
youth  is  to  treat  the  symptom  rather  than  the 
cause.  Although  substance  abuse  programs 
are  probably  useful  during  the  treatment 
period,  positive  long-term  results  are  unlike- 
ly unless  the  main  needs  of  street  youth  - 
housing  and  job  skills  - are  met.  Future  pro- 
gramming would  benefit  from  a better  inte- 
gration of  street  youth  programs  where  their 
different  needs  could  be  met  by  a single  orga- 
nization in  a single  location. 


Concurrent  Disorders 

In  the  addiction  field,  the  terms  "concurrent" 
or  "comorbid"  are  used  to  refer  to  individuals 
who  have  two  or  more  substance  use  and/or 
mental  disorders.  For  example,  alcoholics  or 
cocaine  abusers  may  also  suffer  from  a mental 
disorder  such  as  depression.  Among  sub- 
stance abusers,  the  most  frequently  accompa- 
nying mental  disorders  are  anxiety,  depres- 
sion, schizophrenia  and  personality  disorders. 

The  Prevalence  of  People  with 
Concurrent  Disorders 
It  is  difficult  to  gauge  the  prevalence  of  con- 
current mental  and  drug  disorders  in  either 
general  or  clinical  populations.  Many  symp- 
toms of  alcohol  and  other  drug  problems 
mimic  those  of  mental  disorders.  Mental  dis- 
orders combine  with  alcohol  and  other  drug 
problems  in  a number  of  ways.  Both  factors 
can  contribute  to  diagnostic  error. 

In  addition,  rates  of  comorbidity  might 
differ  according  to  the  setting  in  which  an 
assessment  occurs  (i.e.,  prevalence  rates  are 
generally  lower  in  general  hospital  settings 
and  higher  in  psychiatric  or  substance  abuse 
treatment  agencies),  the  skill  levels  of  the 
clinicians  making  the  diagnosis  and  the  tim- 
ing of  the  diagnosis. 

However,  evidence  from  clinical  sam- 
ples gathered  in  both  psychiatric  and  addic- 
tions treatment  systems  over  the  last  10  years 
consistently  indicates  that  people  with  a con- 
current substance  abuse  problem  and  a men- 
tal disorder  represent  a significantly  large 
client  population: 
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• one  psychiatric  hospital  reported  that 
nearly  three-quarters  of  its  psychiatric 
patients  abuse  at  least  one  substance  and 
almost  half  abused  multiple  substances 

• another  psychiatric  hospital  reported  that 
nearly  57  per  cent  of  its  patients  were 
identified  as  "possible  alcoholics" 

• an  addiction  facility  reported  that  two- 
thirds  of  its  clients  seeking  help  for  an 
alcohol  or  other  drug  problem  had  a cur- 
rent mental  disorder. 

• a report  from  a regional,  inter-agency  data- 
base found  that  20  per  cent  of  all  clients  in 
addiction  agencies  reported  concurrent 
mental  health  problems. 

Studies  suggest  that  the  presence  of 
mental  disorders  is  much  more  likely  in  sub- 
stance abusers  than  in  non-substance 
abusers.  Individuals  with  mental  disorders 
are  more  likely  to  abuse  substances  than  the 
general  public.  Concurrent  disorders  also 
increase  the  likelihood  that  individuals  will 
seek  or  be  referred  for  treatment. 

Common  Approaches  Used  to 
Address  the  Needs  of  People  ivith 
Concurrent  Disorders 

Effective  treatment  of  people  with  concur- 
rent substance  abuse  and  mental  disorders 
requires  that  both  disorders  be  treated. 
Treatment  should  be  directed  at  the  syn- 
dromes or  symptoms  and  should  be  individ- 
ualized according  to  their  specific  needs. 

Concurrent  disorders  may  be  addressed 
by  brief  interventions  focused  on  the  sub- 
stance use  problem  and  its  relationship  to 


the  mental  disorder.  Individuals  with  recur- 
rent, lifetime  patterns  of  substance  use  and 
mental  disorders  that  are  functionally  relat- 
ed may  require  more  long-term  treatment. 

While  no  standard  or  overwhelmingly 
effective  treatment  has  been  found  for  par- 
ticular subtypes  of  comorbid  disorders, 
types  of  treatment  intervention  may  include 
a combination  of  detoxification,  drug 
screenings,  pharmacotherapy,  psychothera- 
py, self-help  groups  and  use  of  available 
social  supports. 

Psychotherapeutic  approaches,  for 
example,  attempt  to  increase  the  individ- 
ual's awareness  of  the  relationship  between 
their  substance  use  and  mental  disorder 
(e.g.,  use  of  alcohol  to  alleviate  depressed 
mood),  teach  skills  so  that  the  individual 
can  learn  to  cope  better  with  their  day-to- 
day  life  problems,  foster  relapse  prevention 
and  enhance  the  individual's  motivation  to 
initiate  and  maintain  positive  changes. 

Even  though  many  Ontario  government 
reports  have  highlighted  the  importance  of 
addressing  the  needs  of  people  diagnosed 
with  concurrent  disorders,  only  a few  treat- 
ment programs  in  Ontario  are  especially  suit- 
ed to  identify,  assess  and  care  for  this  group. 
Only  about  one  in  four  substance  abuse  pro- 
grams can  specifically  treat  people  suffering 
from  a concurrent  disorder.  A survey  of 
agency  directors  indicates  that  the  lack  of  ser- 
vices for  people  with  concurrent  disorders 
represents  the  third  most  serious  program- 
ming gap  (next  to  youth  and  women)  in  their 
organizations. 
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Organizations  in  Ontario  that  offer  spe- 
cialized treatment  for  dual  disorders  include 
the  Mental  Health  Unit  of  the  Addiction 
Research  Foundation  (Toronto),  St.  Thomas 
Psychiatric  Hospital  (St.  Thomas),  Royal 
Ottawa  Hospital  Addiction  Services  (Ottawa) 
and  Homewood  Health  Services  Addiction 
Services  (Guelph). 

Future  Directions 

Mental  health  agencies  have  no  clear  man- 
date to  deal  with  addictions  problems.  Often 
admission  criteria  to  mental  health  pro- 
grams exclude  individuals  with  a substance 
abuse  problem.  Clearly  there  should  be 
greater  awareness  of  concurrent  disorders 
among  service  providers  and  collaboration 
between  the  mental  health  and  addiction 
systems  in  Ontario  to  ensure  that  people  suf- 
fering from  concurrent  disorders  are  appro- 
priately diagnosed  and  treated. 

Such  collaboration  would  be  greatly 
enhanced  by  equipping  staff  in  mental 
health  programs  with  the  knowledge  and 
skills  that  they  need  to  identify  addictions 
problems  among  their  clients,  and  to  pro- 
vide either  an  intervention  or  referral. 

More  research  is  needed  to  develop  brief 
diagnostic  tools,  cost-effective  interventions, 
and  cost-effective,  research-based  treatments 
suitable  for  both  institutional  and  communi- 
ty-based settings. 

People  with  HIV/AIDS 

The  Federal  Centre  for  AIDS  estimates  that 
between  50,000  and  100,000  people  in  Canada 


are  currently  infected  with  the  Human 
Immunodeficiency  Virus  (HIV). 

Injection  drug  users  are  at  risk  for  con- 
tracting and  transmitting  the  virus  by  shar- 
ing needles  and  equipment.  Unborn  babies 
and  sexual  partners  of  intravenous  drug 
users  are  also  susceptible.  But  even  those  not 
involved  with  injection  drugs  have  an 
increased  risk  if  they  abuse  alcohol  and  other 
drugs,  because  substance  use  might  impair 
judgment  about  safe  sex. 

Drug  users  tend  to  avoid  mainstream 
health  care  and  are  probably  less  likely  to  seek 
consistent  medical  attention.  The  stigma  of 
drug/ alcohol  use  often  prevents  people  from 
disclosing  their  problems  to  their  doctors.  It  is 
difficult  to  diagnose  HIV  among  this  group 
because  symptoms  of  substance  use  can  be  sim- 
ilar, such  as  weight  loss,  nausea,  malnutrition 
and  impaired  cognitive  functioning.  It  becomes 
very  hard  for  a physician  to  develop  an  appro- 
priate treatment  plait  without  knowing  if  a 
symptom  is  related  to  HTV  or  substance  use. 

HIV-positive  drug  users  may  also 
increase  their  substance  use  to  cope  with  the 
disease.  A well-meaning  physician  who  is 
not  aware  of  the  client's  potential  to  misuse 
could  treat  non-specific  pain,  anxiety  and 
stress-related  symptoms  with  potentially 
addicting  drugs  (most  commonly  opiates, 
narcotics,  benzodiazepines). 

People  who  use  drugs  illicitly  are  also  at 
risk  for  legal  problems  and  incarceration.  The 
prevalence  of  1 UV  is  higher  among  prison 
inmates,  and  care  for  1 llV-infccted  people 
within  the  prison  system  is  poor. 


When  they  use  drugs,  people  can  suffer 
from  poor  nutrition,  sleeplessness,  increased 
risk  of  infection  and  organ  damage.  Poor 
health  sometimes  leads  to  a more  rapid  pro- 
gression of  HIV-related  illness. 

Integrating  Care 

Traditionally,  substance  use  and  HIV  have 
been  treated  separately.  Treatment  agencies 
have  dealt  with  substance  abuse  problems 
and  referred  the  person  elsewhere  for  HIV 
primary  care. 

Treatment  agencies  are  gradually  recog- 
nizing that  integrated  care  might  be  more 
cost-effective  and  efficient.  To  establish  a more 
holistic  approach,  substance  abuse  treatment 
staff  must  be  appropriately  trained  and  a safe 
atmosphere  must  be  provided  to  enable 
clients  to  disclose  their  HIV  status  while  in 
substance  abuse  treatment.  Similarly,  1 i'V 
treatment  providers  are  expressing  concerns 
about  the  effect  that  substance  use  is  having 
on  their  clients  and  are  trying  to  broaden  their 
interventions  and  services. 

The  Addiction  Research  Foundation's 
publication.  The  HIV-positive  Client- A Guide  for 
Addictions  Treatment  Professionals,  outlines  the 
importance  of  integrating  issues  of  HIV  and 
substance  use  and  provides  practical  follow-up 
education  to  treatment  agencies  that  request  it. 
In  a recent  ARF  survey,  approximately  80  per 
cent  of  responding  agencies  requested  more 
training  on  HTV  and  substance  use. 

Needle  exchange  programs  and  safer  sex 
education  are  excellent  prevention /health 
promotion  programs.  Unfortunately,  in  rural 


and  smaller  communities,  these  programs 
are  not  as  widespread  as  they  could  be. 

Where  Should  We  Be  Headed? 
Directions  should  include  integrating  out- 
reach and  precaution  education  for  people 
using  substances  in  pre-treatment  and  treat- 
ment programs.  More  research  needs  to  be 
done  on  how  to  reach  specific  target  groups 
of  intravenous  drug  users  and  their  partners, 
and  marginalized  people  such  as  those  with 
disabilities  or  in  the  mental  health  system. 

Substance  abuse  treatment  agencies 
must  recognize  that  people  in  treatment  often 
engage  in  high-risk  behaviors.  Treatment 
should  be  offered  in  a safe,  supportive  place 
where  people  can  express  their  concerns 
about  HIV  or  being  HIV-positive  and  explore 
this  diagnosis  in  terms  of  their  substance  use. 
Staff  education  and  programming  change  is  a 
way  to  begin  the  process. 

People  with  HIV  need  more  support 
from  their  communities  and  their  health  care 
providers  so  that  they  do  not  develop  addic- 
tion problems  as  a way  to  cope  with  HIV. 

Substance  users  are  not  a homogeneous 
group  and  treatment  and  education  pro- 
grams need  to  be  specific  to  population  and 
target  groups.  Concerns  about  HIV  and  sub- 
stance use  among  youth,  women,  native  peo- 
ple and  those  with  physical  or  mental  dis- 
abilities vary  greatly,  and  effective  treatment 
is  responsive  to  the  special  needs  of  these 
groups.  More  focused  research  is  a priority. 
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Adult  Alcohol  and  Drug  Use  by  Gender,  Ontario,  1994 

Approximate 

Men  Women  Overall  Number 

in  Ontario 


Alcohol 


Past-year  drinkers 

Five  or  more  drinks  at  a single 

84.7% 

79.8% 

82.1% 

6,268,600 

sitting  on  a weekly  basis 

13.0 

4.3 

8.4 

641,400 

Daily  drinking 

7.2 

3.1 

5.0 

381,800 

15  or  more  drinks  weekly 

Report  3 or  more  alcohol 

7.5 

1.7 

4.4 

336,000 

dependence  criteria1 

7.1 

3.7 

5.3 

404,700 

Smoking 

Current  smoking 

26.4 

24.3 

25.3 

1,931,700 

Total  Psychoactive  Usage 

Sleeping  pills 

7.0 

10.9 

9.1 

694,800 

Stimulants 

2.8 

2.6 

2.7 

206,200 

Tranquillizers 

3.3 

4.1 

3.7 

282,500 

Prescribed  Usage 

Sleeping  pills 

4.1 

7.2 

5.7 

435,200 

Tranquillizers 

2.2 

3.6 

3.0 

229,100 

Over-the-Counter  Usage 

Sleeping  pills 

2.9 

3.6 

3.3 

252,000 

Illicit  Drug  Use 

Cannabis,  past  year 

11.4 

7.0 

9.0 

687,200 

Cocaine,  lifetime 

7.4 

4.2 

5.7 

435,200 

Based  on  a survey  of  Ontario's  7,635,300  adults  aged  18  and  over. 

1 The  6 criteria  for  alcohol  dependence  are: 

1 . a strong  desire  to  use; 

2.  difficulties  in  controlling  use; 

3.  physiological  withdrawal  or  use  to  relieve  withdrawal; 

4.  tolerance; 

5.  progressive  neglect  of  other  activities  in  favor  of  alcohol  use; 

6.  persistent  use  despite  adverse  physical  or  mental  effects. 


Source:  Adlaf,  H.M.,  Ivis,  F.J.,  Smart,  K.G.  Alcohol  and  Other  Drug  Use  Among  Ontario  Adults  in  1994  mid 
Changes  Since  1977  (Toronto:  Addiction  Research  Foundation,  1994). 


Student  Alcohol  and  Drug  Use  by  Gender,  Ontario,  1994 


Approximate 

Males  Females  Overall  Number  of  Users 

in  Grades  7-13 


Alcohol 

Past-year  drinkers 
Drank  at  least  once  a week 
Ever  arrested  or  warned  by  police 
Ever  wish  you  could  use  less 

Tobacco 


Daily  cigarette  smokers 

16.1 

17.6 

16.8 

155,400 

Occasional  cigarette  smokers 

6.4 

7.6 

7.0 

64,700 

Prescribed  Psychoactive  Drug  Use  (past  year) 

Barbiturates 

6.0 

5.2 

5.6 

51,800 

Stimulants 

4.2 

3.8 

4.0 

37,000 

Tranquillizers 

2.4 

2.1 

2.2 

20,400 

Non-Prescribed  Psychoactive  Drug  Use  (past  year) 

Barbiturates 

3.0 

3.1 

3.0 

27,800 

Stimulants 

3.7 

7.0 

5.4 

50,000 

Tranquillizers 

1.0 

1.1 

1.1 

10,200 

Illicit  Drug  Use 
Past  year 

Cannabis 

Cocaine 

Crack 

Heroin 

LSD 

Other  hallucinogens 

PCP 

Speed 

Glue 

Other  solvents 


Lifetime  use 


Steroids 

2.5 

0.9 

1.7 

15,700 

Ecstasy 

2.1 

0.6 

1.6 

14,800 

Ice 

2.4 

1.3 

1.9 

17,600 

Ever  arrested  or  warned  by  police 

1.3 

1.3 

1.3 

12,000 

Ever  wish  you  could  use  less 

4.5 

2.4 

3.4 

31,400 

14.8 

10.7 

12.7 

117,500 

1.5 

1.4 

1.5 

13,900 

1.5 

0.6 

1.0 

9,200 

1.4 

1.0 

1.2 

11,100 

8.1 

5.7 

6.9 

63,800 

3.9 

2.3 

3.1 

28,700 

0.7 

0.6 

0.6 

5,500 

2.7 

1.4 

2.0 

18,500 

1.8 

1.5 

1.6 

14,800 

2.0 

2.7 

2.3 

21,300 

O/  0/  0/ 

/o  /o  /o 


56.7% 

56.4% 

56.5% 

522,600 

10.6 

5.7 

8.2 

75,800 

4.9 

4.0 

4.5 

41,600 

6.6 

3.7 

5.1 

47,200 

Based  on  a 1993  survey  of  3,571  student  in  grades  7,  9, 11  and  13.  The  number  of  users  is  based  on  the 
approximately  925,000  students  in  grades  7 through  13. 


Source:  Adlaf,  E.M.,  Smart,  R.G.,  and  Walsh,  G.W.  Ontario  Student  Drug  Use  Survey  1977-1993  (Toronto: 
Addiction  Research  Foundation,  1993). 


91 


Alcohol  and  Drug  Indicators  by  Public  Health  Units,  Ontario,  1990 


Public  Health  Unit 

Drinkers 

2+  Drinks 
per  Day 

10+ 

Drinks 

Drinking 
& Driving 

Daily 

Smokers 

Illicit 

Drugs 

Algoma 

% 

85 

% 

10 

% 

32 

% 

20 

% 

28 

% 

13 

Brant  County 

81 

10 

26 

21 

29 

10 

Bruce/  Grey /Owen 

78 

10 

27 

21 

24 

10" 

Durham  Regional 

85 

14 

27 

20 

32 

14 

Eastern  Ontario 

80 

9 

27 

22 

31 

11 

Elgin-St.Thomas 

75 

10 

28 

21 

31 

9" 

Essex-Windsor 

76 

16 

23 

23 

28 

13" 

Haldimand-N  orfolk 

77 

10 

25 

19 

29 

10" 

Haliburton/Kawartha-Pine  Ridge 

82 

14 

25 

20 

29 

11" 

Halton 

89 

11 

20 

19 

24 

10 

Hamilton- Wentworth 

84 

13 

26 

20 

28 

12 

Hastings  and  Prince  Edward 

83 

14 

28 

19 

29 

13 

Huron 

75 

10 

27 

23 

21 

8* 

Kent-Chatham 

80 

12 

31 

23 

29 

9 

Kingston  / Frontenac  / Lennox 
& Addington 

84 

12 

29 

20 

26 

13 

Lambton 

80 

12 

28 

21 

26 

11 

Leeds  / Grenville  / Lanark 

80 

14 

28 

20 

32 

10" 

Middlesex-London 

81 

14 

26 

22 

28 

15 

Muskoka-Parry  Sound 

79 

16 

33 

21 

27 

15 

Niagara  Regional 

83 

15 

28 

25 

26 

15 

North  Bay  & District 

83 

12 

32 

20 

32 

15 

Northern  Western 

82 

15 

42 

26 

32 

20 

Ottawa-Carleton  Regional 

89 

11 

23 

21 

25 

15 

Oxford  County 

76 

12 

29 

17 

26 

6" 

Peel  Regional 

84 

12 

24 

18 

27 

14 

Perth  District 

80 

11 

26 

16 

24 

13 

Peterborough 

82 

14 

28 

17 

30 

12 

Porcupine 

81 

14 

39 

21 

38 

13 

Renfrew  County  & District 

83 

15 

32 

21 

28 

8 

Simcoe  County  District 

85 

16 

29 

21 

29 

15 

Sudbury  & District 

86 

14 

33 

20 

35 

14 

Thunder  Bay 

85 

11 

33 

27 

29 

20 

Timiskaming 

79 

10 

30 

19 

31 

12 

Public  Health  Unit 

Drinkers  2+  Drinks  10+ 

Drinking 

Daily 

Illicit 

per  Day  Drinks 

& Driving 

Smokers 

Drugs 

Toronto-East  York 

78 

14 

22 

14 

23 

11 

Toronto-Etobicoke 

80 

11 

17 

19 

24 

11 

Toronto-North  York 

76 

8* 

15 

13 

18 

10* 

Toronto-Scarborough 

75 

14 

19 

18 

23 

11* 

Toronto-City 

81 

19 

23 

21 

26 

20 

Toronto- York  City 

73 

8* 

20 

13 

24 

11* 

Waterloo  Regional 

83 

13 

27 

22 

25 

14 

Wellington  / Dufferin-Guelph 

85 

10 

26 

19 

28 

16 

York  Regional 

82 

12 

20 

16 

19 

13* 

Ontario-Province. 

82 

13 

25 

20 

26 

13 

*High  sampling  variability  - use  estimate  with  caution 
DRINKERS 

Percentage  of  persons  aged  16  and  over  who  consumed  alcohol  at  least  once  during  the  previous  year. 


2+  DRINKS  PER  DAY 

Percentage  of  current  drinkers,  aged  16  and  over,  who  consumed  an  average  of  2 or  more  drinks  per 
day  during  the  previous  week. 


10+  DRINKS 

Percentage  of  current  drinkers,  aged  16  and  over,  who  consumed  10+  drinks  on  a single  occasion  at  least 
once  during  the  previous  year. 


DRINKING  & DRIVING 

Percentage  of  licensed  drivers  that  reported  driving  after  consuming  at  least  2 drinks  in  the 
previous  hour. 


ILLICIT  DRUGS 

Percentage  of  persons,  aged  16  and  over,  who  used  illegal  drugs  during  the  previous  year  (includes  use 
of  marijuana;  cannabis  or  hashish;  cocaine  or  crack;  LSD  (acid);  speed  (amphetamines,  uppers);  heroin 
(dust,  horse,  junk,  or  smack). 


Source:  Ontario  Health  Survey,  1990 


Drugs 


BARBITURATES 

(downers,  barbs,  blue  heavens,  yellow 

jackets,  red  devils) 

• sedative  /hypnotic  and  powerful 
central  nervous  system  depressant 

Methods  of  Use 

• orally;  sometimes  injected  (risk  of 
HIV  / AIDS,  hepatitis,  other  infections 
from  dirty  needles) 

Short-term  Effects 

• small  dose  produces  mild  "high" 

• dizziness,  lethargy,  drowsiness 

• impaired  short-term  memory 

• nausea,  vomiting,  abdominal  pain 

• with  larger  dose,  effects  similar  to 
alcohol:  a "high"  feeling,  slurred 
speech,  impaired  co-ordination 

• mood  swings 

• risk-taking,  bad  judgment 

• sleep,  in  a quiet  setting 

• lower  blood  pressure,  heart  rate, 
breathing 

With  Larger  Doses  & Longer  Use 

• unpredictable,  extreme  behavior 

• severely  impaired  thinking, 
co-ordination 

• distorted  perceptions 

• sleep  or  deeper  unconsciousness 

• extremely  dangerous  combined 
with  other  central  nervous  system 
depressants 

• possible  death  from  overdose 

Long-term  Effects 

• impaired  memory,  thinking 

• hostility,  depression,  mood  swings 

• impotence,  menstrual  irregularities 

• chronic  fatigue 

• possible  birth  defects  and  behavioral 
abnormalities  in  users'  babies 

• rapid  tolerance  and  dependence 

Withdrawal  Symptoms 

• temporary  sleep  disturbances 

• trembling,  anxiety  weakness 

• seizures,  delirium,  visual 
hallucinations 

• high  temperature 

• death  from  cardiovascular  collapse  or 
cerebral  hemorrhage 


AMPHETAMINES 

(speed,  ice,  glass,  crystal,  crank, 
bennies,  uppers) 

• central  nervous  system  stimulant 

Methods  of  Use 

• oral;  smoked  (e.g.,  ice) 

• injected  (speed);  risk  of  HIV  / AIDS, 
hepatitis,  other  infections  from  dirty 
needles 

Short-term  Effects 

• enhanced  mood 

• increased  energy,  postponed  fatigue 

• talkativeness,  restlessness,  alertness 

• reduced  appetite 

• rise  in  heart  rate  and  blood  pressure 
(with  risk  of  burst  blood  vessels  and 
sudden  heart  failure) 

• dilated  pupils 

With  Larger  Doses  & Longer  Use 

• bizarre  behavior,  excitability 

• sense  of  power,  aggression 

• delusions  and  hallucinations 

• violence  - self-inflicted,  accidental, 
or  perpetrated  by  others 

• high  blood  pressure,  dry  mouth, 
fever,  sweating,  and  insomnia 

Long-term  Effects 

• malnutrition,  emaciation 

• susceptibility  to  infections 

• kidney  damage,  lung  problems, 
strokes,  other  tissue  damage 

• hyperexcitability  in  users'  newborns 

• tolerance,  psychological  dependence 

Withdrawal  Symptoms 

• long,  troubled  sleep 

• ravenous  hunger 

• depression,  sometimes  suicidal 

ALCOHOL 

• first  stimulates,  then  depresses 
central  nervous  system 

Short-term  Effects 

• effects  vary  with  size,  sex,  metabolism, 
stomach  contents 

• initial  relaxation,  loss  of  inhibitions 

• feeling  of  warmth,  skin  flushed 

• impaired  co-ordination 

With  Larger  Doses  & Longer  Use 

• slower  reflexes  and  thinking 

• risk-taking  and  bad  judgment 

• blackouts 


• slurred  speech,  staggering  gait,  stupor 

• effects  magnified  by  other  depressants 
(e.g.,  tranquillizers,  barbiturates, 
opiates),  antihistamines 

• increases  likelihood  of  accidents 

• sleepiness,  unconsciousness 

• overdose  may  be  fatal 

Long-term  Effects 

• possible  gastritis,  pancreatitis,  liver 
cirrhosis,  cancers  of  the  gastro- 
intestinal tract,  heart  disease, 
brain  and  nerve  damage 

• suppression  of  sex  hormones 

• loss  of  appetite,  vitamin  depletion 

• risk  of  damage  to  the  fetus 

• psychological  and  physical 
dependence 

Withdrawal  Symptoms 

• insomnia,  headache,  appetite  loss 

• nausea,  sweating,  tremors 

• convulsions,  hallucinations 

• sometimes  death 

CANNABIS 

(marijuana,  pot,  grass,  hashish,  hash  oil) 

• classed  as  an  hallucinogen 

Methods  of  Use 

• smoked  in  "joints"  or  eaten 

Short-term  Effects 

• a "high"  or  happy  feeling 

• faster  pulse  rate,  reddened  eyes 

• at  later  stage,  users  quiet,  sleepy 

With  Larger  Doses  & Longer  Use 

• distorts  time 

• sharpens  or  distorts  senses  - taste, 
touch,  smell,  sound,  color 

• impairs  short-term  memory,  thinking, 
ability  to  perform  complex  tasks 
(e.g.,  driving) 

• combining  with  alcohol  or  sedatives 
increases  effects  on  thinking, 
behavior,  muscle  control 

• with  very  large  doses,  hallucinations 

Long-term  Effects 

• loss  of  energy,  ambition 

• risk  of: 

- bronchitis,  lung  cancer 

- reduced  sex  hormones 

- impaired  judgment,  memory 

- possible  decrease  in  immunity 

• retards  fetal  growth,  produces 
withdrawal  symptoms  in  newborns 


• • • 


• psychological  dependence,  moderate 
tolerance 

Withdrawal  Symptoms 

• possible  insomnia,  irritability, 
appetite  loss,  anxiety 

COCAINE 

(crack,  coke,  C,  flake,  snow) 

Methods  of  Use 

• powder  is  usually  sniffed,  sometimes 
injected  (risk  of  HIV /AIDS,  hepatitis, 
other  infections  from  dirty  needles) 

• free  base  is  smoked 

Short-term  Effects 

• quick  "high,"  talkativeness 

• energy,  mental  alertness 

• loss  of  appetite,  of  need  for  sleep 

• increased  self-confidence,  aggression 

• some  are  contemplative,  anxious 

• rise  in  heart  rate,  blood  pressure 

• risk  of  sudden  heart  failure 

With  Larger  Doses  & Longer  Use 

• stronger,  more  frequent  "highs," 
followed  by  agitation,  depression 

• bizarre,  erratic,  violent  behavior 

• paranoid  psychosis 

• crawling  sensation  under  skin 

• tremors,  vertigo,  muscle  spasms, 
chest  pain,  blurred  vision 

• nausea,  vomiting,  cold  sweat 

• rapid,  irregular,  shallow  breathing 

• risk  of  convulsions,  coma,  death 

Long-term  Effects 

• weight  loss,  malnutrition 

• destroyed  nose  tissues  if  sniffed; 
chronic  respiratory  problems  if 
smoked;  risk  of  infections  if  injected 

• restlessness,  mood  swings,  insomnia 

• paranoia,  delusions,  hallucinations 

• depression,  impotence 

• risk  of  obstetrical  complications 

• strong  psychological  dependence 

Withdrawal  Symptoms 

• extended  but  restless  sleep 

• hunger  upon  awakening 

• possible  depression  - "cocaine  blues" 

PAINKILLERS  - NARCOTIC  ANALGESICS 

• derived: 

- synthetically 

- from  Asian  poppy:  opium,  codeine, 
morphine,  heroin 


• • • 


• stimulates,  then  depresses  brain 

Methods  of  Use 

• orally,  smoked,  or  injected  (risk  of 
HIV  / AIDS,  hepatitis,  other  infections 
from  dirty  needles) 

Short-term  Effects 

• surge  of  pleasure  ("rush"),  then 
muting  of  hunger,  pain 

• taken  orally,  effects  are  slower,  with 
no  initial  pleasure  surge 

• restlessness,  nausea,  vomiting 

• body  warm,  limbs  heavy,  mouth  dry 

• oblivion  to  surroundings 

With  Larger  Doses  & Longer  Use 

• constant  drowsiness,  tiny  pupils 

• skin  cold,  moist,  bluish 

• progressively  slower  breathing 

• overdose  from  a street  "hit"  can  result 
in  death  from  suppressed  breathing 

• dangerous  combined  with  alcohol 

Long-term  Effects 

• heart,  liver,  and  brain  damage  from 
unsterile  injection 

• reduction  in  sex  hormones 

• weight  loss 

• difficult  pregnancy  and  childbirth 

• rapid  tolerance  and  physical, 
psychological  dependence 

Withdrawal  Symptoms 

• anxiety 

• diarrhea,  abdominal  cramps 

• yawning,  goose  bumps,  runny  nose 

• craving  for  the  drug 

LSD  AND  OTHER  HALLDCINOGENS 

• derived: 

- synthetically,  e.g.,  LSD  ("acid");  PCP 
("angel  dust,"  "hog") 

- from  mushrooms  (psilocybin) 

- from  cactus  (mescaline) 

- from  morning  glory  seeds,  nutmeg, 
jimson  weed 

• at  very  high  doses  cannabis,  alcohol, 
amphetamines,  and  solvents  can  also 
produce  hallucinations 

Methods  of  Use 

• orally,  sniffed,  or  injected  (risk  of 
HIV  / AIDS,  hepatitis,  other  infections 
from  dirty  needles) 

Short-term  Effects 

• rapid  pulse,  dilated  pupils,  arousal, 
excitation,  raised  temperature 


• • • 


• later,  distortions  of  perception  - altered 
colors,  shapes,  sizes,  distances,  senses 

• exhilaration,  or  anxiety,  panic 

• sense  of  power,  violent  behavior 

• occasionally,  convulsions 

With  Larger  Doses  & Longer  Use 

• anxiety,  panic,  paranoid  delusions, 
occasionally  psychosis 

• injury  or  accidents  due  to  delusions 

• increased  risk  of  fetal  abnormalities 

• tolerance  develops  rapidly, 
disappears  quickly 

• with  PCP,  high  fever,  muscle  spasm, 
erratic  behavior,  psychosis 

Long-term  Effects 

• may  include  muscle  tension, 
"flashbacks"  - brief,  spontaneous 
recurrence  of  prior  hallucinations 

• panic,  profound  depression 

• no  physical  dependence 

Withdrawal  Symptoms 

• possible  "flashbacks,"  anxiety 

NICOTINE 

• central  nervous  system  stimulant 

Short-term  Effects 

• in  regular  smokers,  relaxation 

• in  non-smokers,  flushing,  nausea, 
gagging,  coughing,  dizziness 

• speeds  pulse,  drops  skin  temperature 

• stimulates,  then  reduces,  brain  and 
nervous  system  activity 

• lung  and  upper  respiratory  irritation 

• rise  in  blood  pressure,  heartbeat, 
stomach  acid 

• loss  of  appetite,  physical  endurance 

With  Larger  Doses  & Longer  Use 

• damage  to  lungs,  blood  circulation 

• more  respiratory  infections 

• shortness  of  breath,  cough 

• impaired  taste  and  smell 

Long-term  Effects 

• risk  of  heart  attack,  stroke 

• bronchitis,  emphysema 

• risk  of  cancer  of  lungs,  mouth,  larynx, 
esophagus,  bladder,  kidney,  pancreas 

• stomach  ulcers 

• impaired  fetal  growth 

• likelihood  of  addiction  very  high 

Withdrawal  Symptoms 

• depression,  anxiety,  restlessness 

• sleep  disturbances 


• difficulty  concentrating 

• increased  appetite 

• drop  in  blood  pressure,  pulse  rate 

CAFFEINE 

• used  in  many  medicines  (e.g.,  pain- 
killers, cold  and  cough  remedies, 
antihistamines,  "stay  awake"  pills) 

• central  nervous  system  stimulant 

Short-term  Effects 

• stimulates  the  brain 

• speeds  up  breathing,  metabolism 

• increases  blood  fats,  stomach  acid 

• in  many,  elevates  mood,  alertness 

• increased  pulse  rate,  blood  pressure, 
irregular  heartbeat  in  some 

With  Larger  Doses  & Longer  Use 

• nervousness,  hand  tremors 

• delays  and  reduces  "depth"  of  sleep 

• headache,  edginess,  rapid  heartbeat 

• mild  delirium  possible 

Long-term  Effects 

• effects  of  heavy  use  (more  than 
8 average  cups  of  coffee  a day) 

- caffeine  dependence 

- insomnia,  anxiety,  stomach  ulcers 

- risk  of  heart  disease,  bladder  cancer 

- possible  damage  to  unborn  baby 

• contradictory  evidence  on  caffeine  - 
cancer  link 

Withdrawal  Symptoms 

• headache,  irritability,  fatigue 

STEROIDS 

• anabolic  steroids  derived  chemically 
from  male  sex  hormone,  testosterone 
("anabolic"  refers  to  tissue-building 
effects) 

Methods  of  Use 

• orally;  injected  (risk  of  HIV/ AIDS, 
hepatitis,  other  infections  from  dirty 
needles) 

Short-term  Effects 

• aggressiveness  ("roid  rage,"  "killer 
instinct") 

• depression,  mood  swings,  paranoia 

• feeling  of  euphoria,  high  sex  drive 

• high  blood  pressure,  rapid  heartbeat 

• water  retention,  abdominal  pain 

• loss  of  flexibility,  recurring  injuries 

• headaches,  nosebleed 

• difficulty  sleeping 


With  Larger  Doses  & Longer  Use 

• may  or  may  not  increase  muscle 
strength  and  performance 

• some  athletes  claim  greater  ability 
to  train  intensively,  resist  pain 

• confidence,  enthusiasm 

In  females: 

• facial  and  body  hair,  male-pattern 
baldness,  deepened  voice,  acne 

• masculine  musculature 

• menstrual  difficulties,  infertility 

In  males: 

• smaller  testicles,  infertility,  enlarged 
breasts,  acne 

Long-term  Effects 

• irreversible  stunting  of  growth  in 
children  and  adolescents 

• heart  attack,  stroke,  liver  damage 

• masculinization  of  users'  female  babies 

• physical  and  psychological  dependence 

Withdrawal  Symptoms 

• severe  depression,  anxiety 

• sweating,  diarrhea,  tremors 

SOLVENTS,  AEROSOLS 

• volatile  organic  hydrocarbons  from 
petroleum  and  natural  gas: 

in  nail  polish  remover,  lighter  fluid, 
gasoline,  airplane  glue,  etc. 

• amyl  nitrite,  nitrous  oxide 

• pressurized  hydrocarbons  in 
deodorants,  hairsprays,  insecticides, 
spray  paints,  etc. 

Methods  of  Use 

• fumes  inhaled,  often  by  holding 
solvent-soaked  bag  or  cloth  over 
face  (risk  of  suffocation) 

• aerosols  sometimes  sprayed  into 
mouth  (risk  of  throat  spasm,  death 
by  choking) 

Short-term  Effects 

• exhilaration,  light-headedness 

• confusion,  slurred  speech,  dizziness 

• distorted  perception 

• seeing,  hearing  "things" 

• poor  muscular  control 

• nausea,  drooling,  sneezing 

• slow  reflexes,  sensitivity  to  light 

• feelings  of  power,  recklessness 

With  Larger  Doses  & Longer  Use 

• drowsiness,  unconsciousness 

• severe  disorientation,  hallucinations 


• antisocial  behavior  - e.g.,  dangerous 
driving,  vandalism,  theft 

• risk  of  sudden  heart  failure 

Long-term  Effects 

• pallor,  thirst 

• nose,  eye,  mouth  sores 

• mental  confusion,  hostility 

• depression,  fatigue,  weight  loss 

• possible  irreversible  damage  to  liver, 
kidney,  brain 

• possible  birth  defects 

• other  drugs  compound  damage 

• physical  and  psychological 
dependence 

Withdrawal  Symptoms 

• restlessness,  anxiety,  irritability 

• stomach  upsets,  chills,  headache 

• hallucinations,  delirium 

TRANQUILLIZERS  & SLEEPING  PILLS 

• anti-anxiety  drugs,  sleeping 
medications  central  nervous 
system  depressants 

Short-term  Effects 

• reduced  hyperactivity,  tension 

• less  response  to  outside  stimuli,  pain 

• muscle  relaxation 

• reduced  alertness,  impaired  memory 

• in  some,  loss  of  inhibition 

• can  impair  driving  ability 

With  Larger  Doses  & Longer  Use 

• euphoric,  intoxicated  feeling 

• loss  of  muscle  co-ordination 

• dizziness,  low  blood  pressure 

• combined  with  alcohol,  sedatives, 
opiates,  antihistamines  can  be  fatal 

• heightens  lethargy,  sluggishness 

• used  in  many  suicide  attempts 

Long-term  Effects 

• tolerance  to  anxiety/ tension- relieving 
effects 

• withdrawal  symptoms  in  users' 
newborns 

• strong  psychological  dependence 

• physical  dependence 

Withdrawal  Symptoms 

• anxiety,  restlessness,  insomnia 

• abdominal  discomfort,  appetite  loss 

• sensitivity  to  light,  sound,  smells 
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Addiction  Research  Foundation.  On  Track:  Guidelines  to  Creating 
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Lightfoot,  Lynn  (eds.).  Alcohol  and  Drug  Problems:  A Practical  Guide  for 
Counsellors.  Toronto:  Addiction  Research  Foundation,  1993. 

Sanchez-Craig,  Martha.  Saying  When:  How  to  Quit  Drinking  or  Cut 
Down.  Toronto:  Addiction  Research  Foundation,  1993. 
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All  the  professional  resources  listed  above  can  be  purchased 
through  ARF  Marketing  Services.  To  order,  call  (416)  595-6059 
or  toll  free  1-800-661-1111. 


Statistical  Resources 


Addiction  Research  Foundation.  Ontario  Student  Drug  Use  Survey, 
1977-1993.  Toronto:  The  Addiction  Research  Foundation,  1993. 

Addiction  Research  Foundation.  Ontario  Adult  Alcohol  and  Other  Drug 
Use  Survey,  1977-1994.  Toronto:  Addiction  Research  Foundation,  1994. 

Addiction  Research  Foundation.  Drifting  and  Doing,  Changes  in  Drug 
Use  among  Toronto  Street  Youth,  1990-1992.  Toronto:  Addiction  Research 
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Grand,  Marcus,  and  Hodgson,  Ray  (eds.).  Responding  to  Drug  and 
Alcohol  Problems  in  the  Community:  A Manual  for  Primary  Health  Care 
Workers,  with  Guidelines  for  Trainers.  Geneva:  World  Health 
Organization,  1991. 

Ontario  Ministry  of  Health.  Partners  In  Action:  Ontario's  Substance  Abuse 
Strategy.  Toronto:  Queen's  Park  Printer  for  Ontario,  1993. 

Pederson,  Ann,  O'Neill,  Michel,  and  Rootman,  Irving  (eds.).  Health 
Promotion  in  Canada:  Provincial,  National  & International  Perspectives. 
Toronto:  W.B.  Saunders  Canada,  1994. 


Available  Services: 
Where  to  Find  Bs 


Metro  Toronto  Drug  and  Alcohol 


Information  Line 

595-6111 

Ontario  toll  free  at 

1-800-INFO-ARF 

1-800-463-6273 

Substance  Abuse  Network  of  Ontario: 
An  Electronic  Bulletin  Board  Service 

MODEM:  SANO  (416)  595-6069 

(address  to  SYSOP) 

INTERNET:  sanohelp@arf.org 

Information  Services 

ARF  Product  Sales 

(416) 595-6059 

Drug  & Alcohol  Registry 
of  Treatment  (DART) 

No  charge-Dial  1-800-565-8603 

Information  Centre 

(416) 595-6100 

Library  and  Film 
Lending  Service 

(416)  595-6144 

Physicians  and  Pharmacists 

Drug  Information  (416)  595-6014 

Public  Affairs  and 
Media  Inquiries 

(416)  595-6054 

Services  en  fran^ais 

(416) 595-6100 

Training  and 
Education 

(416)  595-6020 

Volunteer  Services 

(416) 595-6010 

Treatment  Services 

For  General  Inquiries 
Intake  and  Treatment 

Referral 

call: 

(416) 595-6021 

Behaviour  Change 
Clinic 

(416) 595-6040 

Cocaine  Program 

(416)  595-67^0 

Women's  Program 

(416) 595-6794 

Detoxification  Centre 

(416) 504-1937 

Guided  Self-Change 
Clinic 

(416) 595-6044 

HIV  Clinic 

(416) 595-6079 

Mental  Health  Clinic 

(416) 595-6096 

Opiate  Clinic 

(416)  595-6019 

Smoking  Treatment 
Clinic 

(416) 595-6006 

Youth  and  Family 
Clinic 

(416) 595-6032 

Community  Proms 

Department 

(CPD) 

Ms.  Carolyn  P.  Nutter 
Department  Director 
33  Russell  Street 
Toronto,  M5S  2S1 
(416)  595-6046 
Fax.  (416)  595-5018 


Metro  Toronto  Region  (MTR) 

Ms.  Andrea  Stevens  Lavigne, 

Regional  Manager 
175  College  Street 
Toronto,  M5T  1P8 
(416)  595-6126 
Fax.  (416)  595-5019 

Halton/Peel  Community 
Programs  Office 

1270  Central  Parkway  West,  Suite  302 
Mississauga,  L5C  4P4 
(905)  270-1431 
Fax.  (905)  270-8388 

Metro  Toronto  Community 
Programs  Office 

175  College  Street 
Toronto,  M5T  1P8 
(416)  595-6028/6090 
Fax.  (416)  595-5019 


South  West  Region  (SWR) 

Mr.  Michael  T.  Gavin, 

Regional  Manager 
575  Queen  Street 
Chatham,  N7M  2J7 
(519)  354-3080 
FAX.  (519)  354-3124 

Chatham  Community  Programs  Office 

575  Queen  Street 

Chatham,  N7M  2J7 

(519)  354-1000 

Fax.  (519)  354-3124 

London  Community  Programs  Office 
700  Richmond  Street,  Suite  201 
London,  N6A  5C7 
(519)  433-3171 
Fax.  (519)  433-2722 

Owen  Sound  Community 
Programs  Office 

1717  Second  Avenue  East,  Suite  203 
Owen  Sound,  N4K  6V4 
(519)  371-1861 
Fax.  (519)  371-6744 

Samia  Community  Programs  Office 

265  North  Front  Street,  Suite  506 
Sarnia,  N7T  7X1 
(519)  337-9611 
Fax.  (519)  337-0462 

Windsor  Community  Programs  Office 

3200  Deziel  Drive,  Suite  118 
Windsor,  N8W  5K8 
(519)  251-0500 
Fax.  (519)  251-0494 


Central  South  Region  (CSR) 

Ms.  Karen  Ferruccio 
Regional  Manager 
63  Church  Street,  Suite  410 
St.  Catharines,  L2R  3C4 
(905)  988-1271 
Fax.  (905)  988-1266 

Barrie  Community  Programs  Office 

100  Bell  Farm  Road 

Barrie,  L4M  5K5 

(705)  726-4976 

Fax.  (705)  726-7735 


Hamilton  Community  Programs  Office 
20  Hughson  Street  South,  Suite  804 
Hamilton,  L8N  2A1 
(905)  525-1250 
Fax.  (905)  527-6957 

Kitchener  Community  Programs  Office 

639  King  Street  West,  Suite  201 
Kitchener,  N2G  1C7 
(519)  579-1310 
Fax. (519) 579-4372 

St.  Catharines  Community 
Programs  Office 

63  Church  Street,  Suite  410 
St.  Catharines,  L2R  3C4 
(905)  685-1361 
Fax.  (905)  685-7030 

Simcoe  Community  Programs  Office 

Governor  Simcoe  Square 

40  Colborne  Street  South 

Simcoe,  N3Y  4H3 

(519)  426-7260 

Fax.  (519)  426-1762 


Central  East  Region  (CER) 

Mr.  Richard  Christie, 

Regional  Manager 
80  Queen  Street,  Suite  200 
Kingston,  K7K  6W7 
(613)  546-4268 
Fax.  (613)  546-3931 

Belleville  Community  Programs  Office 

218  Front  Street 

Belleville,  K8N  2Z2 

(613)  962-9482 

Fax. (613)  962-0212 

Kingston  Community  Programs  Office 

80  Queen  Street,  Suite  200 
Kingston,  K7K  6W7 
(613)  546-4266 
Fax.  (613)  546-3931 

Peterborough  Community 
Programs  Office 

223  Aylmer  Street  North,  Suite  07 
Peterborough,  K9J  3K3 
(705)  748-9830 
Fax.  (705)  748-3034 

Whitby  Community  Programs  Office 

1615  Dundas  Street  East,  2nd  Floor 
Lang  Tower  West,  Whitby  Mall 
Whitby,  LIN  2L1 
(905)  576-6277 
Fax.  (905)  576-1281 


East  Region  (ER) 

Ms.  Susan  Harrison 

Regional  Manager 

383  Parkdale  Avenue,  Suite  201 

Ottawa,  K1Y4R4 

(613)  728-4104 

Fax.  (613)  725-3280 

Cornwall  Community  Programs  Office 

132  Second  Street  East,  Suite  304 
Cornwall,  K6H  1Y4 
(613)  937-4035 
Fax.  (613)  937-0980 


Ottawa  Community  Programs  Office 

383  Parkdale  Avenue,  Suite  201 
Ottawa,  K1Y  4R4 
(613)  722-1075 
Fax.  (613)  725-3280 

Pembroke  Community  Programs  Office 

77  Mary  Street,  Suite  201 
Pembroke,  K8A  5V4 
(613)  735-1023 
Fax.  (613)  735-4827 

Perth  Community  Programs  Office 

45  Drummond  Street  West 
Perth,  K7H  2J9 
(613)  267-1152 
Fax. (613) 267-3908 


North  Region  (NR) 

Mr.  Ronald  R.  Douglas, 

Regional  Manager 
144  Pine  Street,  Suite  203 
Sudbury,  P3C  1X3 
(705)  675-1181 
Fax.  (705)  675-5048 

Kenora  Community  Programs  Office 

621  Lakeview  Drive 
Habourview  Village  Shopping  Mall 
Kenora,  P9N  3P6 
(807)  468-6372 
Fax.  (807)  468-5257 

North  Bay  Community  Programs  Office 

112  Lakeshore  Drive 

North  Bay,  P1A  2A8 

(705)  472-3850 

Fax.  (705)  472-8397 

Sault  Ste.  Marie  Community 
Programs  Office 

205  McNabb  St.,  3rd  Floor 
Sault  Ste.  Marie,  P6B  1Y3 
(705)  256-2226 
Fax.  (705)  256-8233 

Sudbury  Community  Programs  Office 

144  Pine  Street,  Suite  203 
Sudbury,  P3C  1X3 
(705)  675-1195 
Fax.  (705)  675-9121 

Thunder  Bay  Community 
Programs  Office 

68  North  Algoma  Street,  Suite  102 
Thunder  Bay,  P7A  4Z3 
(807)  344-5080 
Fax.  (807)  344-5007 

Timmins  Community  Programs  Office 

119  Pine  Street  South 

Pine  Plaza,  Suite  324 

Timmins,  P4N  2K3 

(705)  267-6419 

Fax.  (705)  264-0944 
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